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ACADEMIC SECTION.
This section consists of academic work submitted in fulfilment of academic criteria on 
the PsychD in Psychotherapeutic and Counselling Psychology course at the 
University of Surrey. The academic section focus on the theoretical aspects of 
psychological therapy and consists of five chapters. The first chapter relates to how 
counselling psychologists can work therapeutically with clients who have difficulties 
relating to the oral stage of psychosexual development. This chapter was a course 
component of ‘Theoretical Models of Therapy’. The second and third chapters 
comprise of the ‘Advanced Theory and Therapy’ course component. The second 
chapter focuses on the use of countertransference in the psychotherapeutic setting. 
The third chapter reviews the literature on assessment of client suitability for short­
term cognitive therapy. The fourth and fifth chapters relate to the ‘Issues in 
Counselling Psychology’ course component. Chapter four looks at the implications of 
therapeutic work with clients from different cultural and ethnic backgrounds, while, 
the fifth chapter discuses the implications of the absence of the counselling 
psychologist in the course of psychotherapeutic work with clients.
CHAPTER ONE.
Description of the Major Themes of the Oral or Dependency Stage of Infant 
Development. How Counselling Psychologists can help Clients who have 
Difficulties Associated with this Stage.
Introduction:
The oral stage was developed by Freud (1905) to describe the first stage of 
psychosexual development. The oral stage is also described as the dependency stage 
as this is when an individual is most dependant. This stage is thought to begin from 
birth until the age of two and a half to three (Kline, 1984). The sequence rather than 
time of development is thought to be important. The first stage of psychosexual 
development is referred as the oral stage because the pleasure is focused around the 
mouth, for instance, through sucking and/or biting. According to psychoanalytic 
theory an individual can remain fixated at a particular stage if the source for pleasure 
has been frustrated or exaggerated. The individual is thereby unable to move onto the 
greater maturity represented by the next stage in the sequence (i.e. anal stage). An 
individual can also remain fixated at a particular stage if after moving onto the next 
stage finds that he/she is unable to master the demands made by that stage and 
therefore regresses back to the prior stage (Fisher and Greenberg, 1977).
According to Freud (1905) each stage of psychosexual development has it’s 
unique characteristics and fixation at a stage has it’s distinct features for people 
functioning at that stage. This essay seeks to describe the major themes of the oral or 
dependency stage and how counselling psychologists can help clients fixated at this 
stage.
Major Themes and Relevant Interventions:
The themes of the oral stage that are going to be described here are that of 
dependency and isolation, trust, integration, narcissism, splitting, anger and envy, 
phantasy, being alone and the true and false self. These themes are based on Freud’s 
psychosexual theory that was formulated by asking clients exhibiting various 
symptoms about their childhood experiences (Freud, 1905). They were also 
formulated by psychoanalysts such as D. W. Winnicott (1965) and Melaine Klein 
(1975) who formulated their theories after directly observing infants and children.
Dependency and Isolation:
The themes of dependency and isolation are being discussed together as they 
are opposite sides of the same continuum. In the beginning the infant cannot exist by 
it’s own resources and is part on an environment-individual set-up (Winnicott, 1958). 
This means that the infant’s growth both physical and emotional are completely 
dependent upon the environment. According to Winnicott (Winnicott, 1958) the aim 
of healthy development was to move from such dependence to independence. 
Independence can only be achieved if the environment is adaptive to the infant’s 
needs. If this does not occur, that is, if for example, the caregiver is over indulgent or 
neglectful the individual can adopt different defensive ways of coping. He/she can 
either become dependent or at the other extreme become isolated.
A dependent client is likely to be over reliant on his/her therapist. He/she may 
break the boundaries of the client-therapist relationship. This can be done for 
example, by contacting his/her therapist outside working hours or by exceeding the 
time of each session. The counselling psychologist has the delicate task of providing 
appropriate adaptation to the client’s needs while maintaining his/her boundaries. 
He/she may also help clients increase their sense of self-esteem and encourage signs 
of independence (Jacobs, 1985). If a client is one who is isolated, the counselling
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psychologist may find it hard to form a working alliance or a relationship with the 
client as the client is likely withdraw from any form of intimacy. The counselling 
psychologist’s task with such a client is to be consistent and dependable over time.
Trust:
The foundation of trust is laid in infancy through caregiving that is dependable 
or reliable, which is more often than not sensitive to the infant’s needs. Through this 
the infant knows that when he/she experiences pain or discomfort that comfort and joy 
will soon follow. In Winnicot’s term the good enough mother is able to ‘contain’ the 
painful feelings experienced by her baby (Winnicott, 1965). Thereby instilling the 
view that the world is, although not perfect, good enough to be in.
Clients who lack basic trust will find it hard to be intimate. The counselling 
psychologist needs to ‘contain’ the bad world that the client may be temporarily 
inhabiting. He/she needs to try to avoid making false promises or being insincere but 
provide hope to the client. Counselling psychologists can also recognise the client's 
ability to make decisions, while contemplating with the client the possible outcomes 
of such a decision (Jacobs, 1985).
Integration:
First the infant does not see itself as being a unit where he/she can think in 
terms of ‘I am’. There is no difference between ‘me and ‘not me’. Gradually the 
infant becomes more integrated for longer periods of time. For integration to maintain 
itself the mother on her part would have to provide the function of ‘holding’ 
(Winnicott, 1988). This involves keeping the baby safe from unpredictable and/or 
therefore traumatic events that interrupt the going on being. It also means caring for 
the baby through empathy.
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The counselling psychologist needs to do the same with a client who 
experiences chaos, falling to pieces or feels persecuted. If the counselling 
psychologist like the mother can ‘hold’ the individual and show empathy then the 
individual will be able to maintain or reach unit status.
Narcissism:
Narcissism or self-absorption is a normal feature in infants. They do not know 
their boundaries or limits. Because the infant sees itself and it’s mother as part of 
itself the love for mother is also a love for oneself. Similarly, when the mother loves 
her baby he/she comes to acquire an adequate sense of self-love. Through loving 
themselves individuals are able to acquire the ability to love others (Jacobs, 1985). It 
is thought that narcissistic people actually lack self-love and are therefore unable to 
love others. There is a fragile sense of self behind the grand exterior. Because the 
sense of self is weak the counselling psychologist’s interpretations may not be 
acknowledged by the client. The counselling psychologist may have to make the 
client aware of his own needs and in turn help the client to become aware of other 
peoples needs.
Splitting:
For an infant life may seem to be a polarity of instincts. It experiences anxiety 
provoking events such as the trauma of birth and happy events such as the warmth and 
love of it’s mother. According to Klein (Klein, 1975), when faced with the death 
instinct the ego projects this outwards to avoid the anxiety of containing it. The same 
occurs for the life instinct. This is done in order to create an object which will satisfy 
the ego’s instinctual striving for the preservation of life. Thus, the infant might split
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the breast (or mother) as being ideal or persecutory or as good and bad. The aim is to 
identify with the good and to keep out the bad.
Similarly, clients can use splitting to idealise one person and to denigrate 
another. The counselling psychologist in such circumstances can acknowledge that 
one person or object is being evaluated to perfection. He or she can also highlight the 
positive features of the object or person being denigrated. Additionally, help the 
client to see that the negative feelings for the persecutory objects might also apply to 
the idealised one (Jacobs, 1985).
Anger and Envy:
The tolerance level in an infant is low. If the infant’s needs are not met 
quickly enough the infant becomes very angry. This anger subsides when the mother 
finally arrives. If a mother repeatedly delays responding to her infant and thereby 
exceeds the infant’s tolerance level, then there is likely to be a residue of anger left in 
the infant. This residue of anger in the infant can either be directed towards the 
mother for not responding to it’s needs or directed inwards as a result of guilt. For 
example, guilt because it has been too demanding.
The counselling psychologist can firstly, help clients who are overwhelmed by 
their anger to focus on those aspects of the self that are positive. Secondly, help them 
to verbalise their anger within the safe environment of the therapy session rather than 
act it out. Thirdly, counselling psychologists can help clients to differentiate between 
realistic guilt as a result of expressing anger and unrealistic guilt where the clients’ 
inner core may come to harm. Finally, counselling psychologists can help clients to 
understand that beneath all the anger there might be a feeling of sadness and/or 
helplessness (Jacobs, 1985).
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Envy is thought to be the most primitive and fundamental emotions (Segal, 
1973). Envy takes form when the infant becomes aware of the breast as a source of 
life and good experience. This makes the infant want to protect as well as posses the 
breast. When unable to posses an object an individual will try to destroy it. This 
might take form in a person who is so envious of their partner that they end up 
breaking the relationship (Jacobs, 1985). In such circumstances the counselling 
psychologist has to help clients to face their envy in a safe environment. The 
counselling psychologist through attending to the client even when destructive 
feelings are expressed can help demonstrate that he/she can survive them and that the 
relationship need not be destroyed because of it.
Phantasy:
The first few months of life infants have difficulties making the distinction 
between external and internal reality. They live in a phantasy world were external 
reality is not taken into account. The use of phantasy can be adaptive at the early 
stage of life and also later on and is used by children in the form of play and by adults 
through art and religion. However, when it is over indulged so that a person cannot 
distinguish between external and internal reality it becomes a problem. According to 
Klein (Klein, 1975), phantasy is not just an escape from reality but accompanies and 
interacts with real experiences. For example, a hungry infant who phantasies 
attacking the breast and sees the breast as bad and destructive in turn may turn away 
from the breast when it is offered to it. According to Winnicott (1958), in order to 
understand and help clients who live in their own phantasy world the counselling 
psychologist might need to inhabit this world for long periods of time. Thus the 
counselling psychologist needs to be empathie to what the client might be feeling or 
experiencing.
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Being Alone:
The ability to be alone is the ability to be content with one's self either when in 
a crowd or when actually alone (Winnicott, 1965). Through this contentment 
develops a feeling of self-respect and self-worth. This self-worth as a result of being 
comfortable with oneself develops in infancy when the mother is present but not 
actively fussing over her infant (Winnicott, 1965). This ability to be alone should not 
be confused with schizoid withdrawal or narcissistic self-absorption (Jacobs, 1985).
A client who lacks the ability to be alone or lacks inner harmony may have 
feelings of rejection or abandonment. The counselling psychologist might have to 
instil love for oneself and self-worth if inner harmony is to be achieved.
True and False Self:
This theme emerges during the oral stage when the environment is once again 
not adaptive to the infant’s needs. That is, when the not good enough mother 
repeatedly fails to respond to the infant’s gestures and instead enforces her own needs 
on the infant which the infant has to comply with. There begins to take place a split in 
personality where one half is the false self that begins to develop on this compliance 
basis. The other half is the true self that has little to do with external reality 
(Winnicott, 1965).
The counselling psychologist may find clients who have the facade of the false 
self that they have introjected to become, for example, like their mother. The 
counselling psychologist will also have to challenge this false self and help clients to 
invent their true selves. This can be accomplished by helping clients distinguish what 
lies in them from others by observing projections and internalisations. The false self 
can be difficult to detect but lacks the element of creative originality (Winnicott, 
1965). Thus, the counselling psychologist needs to encourage clients who are
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compliant to be spontaneous and creative. He or she also needs to acknowledge the 
sense of futility and non-existence that clients who are not in touch with their real 
selves might have. When the counselling psychologist makes contact with a client’s 
true self there will be a period of extreme dependence (Winnicott, 1965) and he/she 
must be willing to meet the heavy demands made by their clients.
Discussion:
The essay looked at some of the themes of the oral stage and how the 
counselling psychologist might help clients who are exhibiting these themes. The 
knowledge of a client’s oral stage or oral themes is a key factor in understanding the 
client and thereby making a formulation. It can also help counselling psychologists to 
respond appropriately to their clients. Clients in turn can also gain a greater 
understanding of themselves. As mentioned earlier these themes are based on theories 
formed by observation of infants or babies or by getting feedback from significant 
others at a later time. Research done to see whether oral traits can be traced to the oral 
development phase have been mixed in nature. While some like Goldman, 1951 
(Fisher and Greenberg, 1977) and Miller and Swanson, 1966 (Fisher and Greenberg, 
1977) have found this to be true, others like Sears et al., 1957 (Fisher and Greenberg, 
1977) have found otherwise. In order to validate a theory and it’s intervention by 
counselling psychologists there is a need for more scientifically sound research.
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The Use of Countertransference in the Psychotherapeutic Setting.
The Development of the Concept of Countertransference in Psychoanalytic 
Literature:
The term countertransference was first used by Freud in 1910 (Freud, 1910), 
where he described countertransference in the physician as that ‘which arises in him 
as a result o f  the patient’s influence on his unconscious feelings, and we are almost 
inclined to insist that he shall recognise this countertransference in himself and 
overcome it. ’ (page 144-145).
In 1912, Freud presented two conflicting views of countertransference in the 
same paper (Freud, 1912). First, he recommended that the analyst should remain in a 
state of ‘emotional coldness’ and should put aside his own feelings during 
psychoanalytic treatment. However, he went to say that the analyst must turn his own 
subconscious into a receptive organ that picked up on the transmitting unconscious of 
the patient. This sketchy view of countertransference given by Freud was left 
unaddressed until the 1950’s, when analysts like Heimann (1950), Winnicott (1949) 
and Racker (1968) began to voice their opinion on the topic. Their view was opposed 
to Freud’s earlier view that countertransference was merely a barrier that had to be 
overcome.
Heimann (1950) felt that the analyst’s own reaction to the patient was a vital 
psychoanalytic tool. She also broadened the use of countertransference to include all 
feelings that the analyst had towards his patient and not just to responses that were 
pathological. Heimann (1950) made it clear that when the analyst had feelings 
towards a patient such feelings should not be communicated to the patient but used as 
a source of insight into the patient’s defences and conflicts. The clinical example 
given in this essay has also been used in a similar manner.
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Winnicott (1949) also highlighted the usefulness of countertransference. 
Unlike Heimann, he felt that the analyst’s intense countertransference feelings when 
evoked by the patient needed to be communicated back to the patient at an appropriate 
time. Winnicott (1949) felt that until such an interpretation had been made the patient 
was unable to progress further in therapy.
Racker (1968) distinguished between indirect and direct countertransference. 
Indirect countertransference was the analyst’s response to an important person outside 
the analytic setting. While, direct countertransference was the analyst’s response to 
the patient. Direct countertransference comprised of concordant and complementary 
identifications. Concordant identifications were the analyst’s identifications with the 
patient’s ego or id. In complementary identifications the emotional responses of the 
analyst were those that had been projected from the patient’s ego and superego. His 
view of complementary identifications was similar to what Klein (1952) termed as 
projective identification. According to Klein (1952) projective identification involved 
the patient splitting off an unwanted part of themselves and projecting this split off 
self on to the analyst. The analyst then experienced these projected feelings and 
impulses towards the patient. Racker (1968) believed that the analyst’s task was to 
contain these projected impulses and not act them out, before making an 
interpretation. More recently, analysts like Loewald (1986) have taken the view that 
transference and countertransference are so intertwined that they cannot be treated as 
separate from each other. Loewald (1986) saw countertransference as an important 
means of understanding the patient’s transference, where the analyst is provided with 
important cues as to how the patient might be feeling.
Thus, there are presently, three major views of countertransference. First, is 
the classical view where countertransference is an unconscious resistive reaction from 
the analyst to the patient. Second, is the totalist view where all feelings and reactions 
of the analyst towards the patient are regarded as countertransference. The third view 
is that countertransference is a natural and necessary complement to the transference
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in the patient. It appears that the classical view is losing its popularity and the latter 
two views reflect the present conception of countertransference.
Clinical Example:
The following clinical example is an illustration of the use of 
countertransference in a clinical setting. The client was a middle aged woman whose 
presenting problem was her low mood.
The client had been brought up by her grandparents until the age of ten, before 
they decided to send her to live with her mother. Her mother had to this day not 
acknowledged her as a her daughter but referred to her as her niece. Her mother had 
been physically and verbally abusive towards her as a child. The client did not know 
who her father was as she had been conceived out of wedlock and despite her attempts 
her mother would not tell her.
She had stopped speaking to her mother for the last ten years but had got in 
touch with mother several years ago after discovering that her mother might die and 
even cared for her till she recovered. During this time her mother continued to refer to 
her as her niece and related to her as though nothing had been wrong in their 
relationship.
The client was nonchalant about her recollection of past events and did not see 
any connection between her past relationships, especially that with her mother and her 
present difficulties. She preferred to focus on the present situation and how she would 
cope with her daily activities.
In our third session, she mentioned that her mother had died earlier that week. 
Her tone was matter of fact, although I could feel a certain amount of turbulence in 
myself. I stated that she must have felt strong emotions upon hearing this. The client
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commented that her feelings to her mother were the same she would have had towards 
Joe Bloggs, that is, towards any stranger. As she considered herself to be caring and 
she felt a certain amount of compassion for her mother but apart from that she 
reported having no feelings towards her. She went onto say how she had wanted to 
say a few things to her mother and had wanted an apology from her but she would not 
be getting it now and this made her angry. My attempts to interpret this in terms of 
anger or a sense of loss towards her mother were rejected. She was able to 
acknowledge a certain amount of anger in relation to the situation but certainly not at 
her mother who meant nothing to her.
This vein ran throughout the session, where I felt that no matter what I was 
saying it was venomhently attacked. So much so, that when I mentioned that I was 
aware of the time towards the end of the session, she flippantly stated that she knew 
her time was up and asked me if I was busy. I tried not to make an interpretation as it 
was the end of our session but replied that I was fairly busy. I knew that I was 
seething with anger at this time and that my response though true, was fairly 
dismissing of her. I had not experienced such strong hostile feelings towards a client 
before. I had to use a certain amount of internal supervision in order to determine the 
extent to which these feelings belonged to me. I felt that most of the feelings were not 
as a result of my past relationships but were complementary identifications projected 
onto me by the client.
While recalling my countertransference feelings after the session I noticed that 
I was angry and irritated with the client but above all I felt that she had got underneath 
my skin. I felt that this countertransference feeling was particularly poignant as it 
helped me to view what the client might have been experiencing more immediately. 
She had denied any feelings of anger in the session but was possibly experiencing her 
mother’s death as intrusive and that her internalised relationship with her mother was 
something she could not shake off. It seemed that she wanted me to experience 
through the countertransference her own feelings towards her mother.
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When we met for our next session I was able to use the countertransference 
feelings in terms of her fear that no matter how hard she tried to get on with her life 
her mother’s presence was always there and that she could not quite separate herself 
from her. The client was able to acknowledge this and felt that her mother had such 
as strong influence on her that it troubled her. Therefore, she was trying all the more 
harder not to be influenced by her death. She went on to recall how controlling her 
mother had been with her as a child. Her fear of being controlled by her mother was 
serving as a block against the expression of any strong feelings towards her, for fear 
that such an expression would overwhelm her further. After exploring her fears of 
such exploration, it was possible for her to explore some of her feelings towards her 
mother. She was able to acknowledge her anger towards her mother and later on 
acknowledge that there were aspects she now wanted from her mother. Among these 
was her need to get an equal share of her mother’s will. Thus she moved from not 
being able to acknowledge any emotion or need for her mother to being able to 
acknowledge some of her anger and also to want something from her mother.
In this instance my countertransferential feelings helped to give me a greater 
insight into what my client was experiencing. As Loewald (1986) has put it 
countertransference can help create a likeness between the analyst and patient’s 
unconscious. This is something that might not be experienced by empathy alone and 
certainly is a more powerfril means of communication.
Conclusion:
The view of countertransference put forth by Freud (1912) has been rather 
ambivalent. On one hand he felt that countertransference was something to be 
overcome. On the other hand he thought that the analyst must be fine tuned to his 
own unconscious in order to become aware of his client’s unconscious. The present 
view of countertransference held by most analysts is totalist or complementary in 
nature, where both the client and therapist are thought to influence the process of
23
psychological therapy. The clinical example given here shows how a counselling 
psychologist’s reactions towards a client can help throw light on what the client is 
experiencing.
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Assessing a Client’s Suitability for Short-term Psychological Therapy Using a
Cognitive Approach.
Introduction:
There has been a growing popularity towards the development of short-term 
therapy over the last two decades (Malan, 1976; Sifneos, 1980; Davanloo, 1980; 
Beck, Rush, Shaw, Emery, 1979). The short-term nature of therapy has helped to 
streamline referrals in the National Health Service and has thus led to the greater 
efficiency of the service. However, not all clients are suitable for short-term work. In 
order to have greater efficiency and to make adequate use of resources within the 
services that provide psychotherapy it is crucial to select clients who are suited to the 
psychotherapy that is being given. Traditionally, cognitive therapists have placed less 
emphasis to client suitability than psychodynamic theorists (Safran, Segal, Vallis, 
Shaw and Samstag, 1993).
This essay aims to review the literature on client suitability for short-term 
cognitive therapy. It begins by briefly looking at the major cognitive approaches. 
This is ensued by a brief report of characteristics of clients suitable for short-term 
therapy. Finally, the selection of clients suitable for short-term cognitive approaches 
is discussed.
The Emergence of Cognitive Approaches to Psychotherapy:
Cognitive approaches to therapy have been guided by the theories of Ellis, 
Beck and Meichenbaum since the 1960’s. The assumptions underlying cognitive 
approaches to therapy are that emotional disorders are the result of maladaptive 
thought patterns and that a major task of therapy is to restructure faulty cognition’s 
(Rachman and Wilson, 1980). The rational emotive theory put forth by Ellis (Ellis,
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1962) states that irrational assumptions are at the root of faulty thinking. Ellis (1962) 
has listed twelve such irrational core assumptions. An example of which is, Tt is 
easier to avoid than to face life difficulties and self-responsibilities’. Treatment aims 
at assisting clients to identify such irrational thoughts and to replace them with 
rational thoughts.
The cognitive approach to therapy formulated by Beck is known as ‘cognitive 
therapy’ and is a rational perspective of cognitive therapy. As with rational emotive 
therapy the aim is the development of adaptive thought processes. The phases of 
therapy are as follows; firstly, the client becomes aware of his or her thoughts; 
secondly, the client learns to identify inaccurate or distorted thoughts. Thirdly, these 
inaccurate thoughts are replaced by accurate thoughts. Finally, the therapist provides 
feedback for cognitive and behavioural change (Rachman and Wilson, 1980).
An alternative cognitive approach is the self-instructional training method 
developed by Meichenbaum (Rachman and Wilson, 1980). This approach comprises 
of firstly training the client to identify and become aware of maladaptive thoughts. 
Secondly, modelling appropriate behaviour while verbalising effective action 
strategies. These verbalisations include an evaluation of task requirements, self- 
instructions that help performance, self-statements that stress personal adequacy and 
covert self-reinforcement for successful performance. Thirdly, the client then 
performs the target behaviour while verbalising aloud the appropriate self-instructions 
and later through rehearsal. The therapist’s task is to provide feedback that assists in 
changing the anxiety induced cognition’s associated with a behaviour to cognition’s 
that are constructive to problem solving.
Client Selection for Short-term Therapy:
With the growing trend towards short-term therapy the necessity to select 
individuals suitable for short-term therapy has also become important. The evaluation
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of suitability for short-term therapy was first emphasised by psychodynamic therapists 
such as Malan (1976), Sifneos (1980) and Davanloo (1980). Malan attempted to 
firstly eliminate clients before the assessment process on the basis of referral 
information. This included drug and alcohol addicts, those With a history of serious 
suicide attempts, long term hospitalisation, destructive and self-destructive acting out 
and those with chronic obsessional or phobic symptoms. The assessment procedure 
comprised of taking a psychiatric history and an assessment of the client-therapist 
interaction. The clients suitable for short-term therapy were those who had a high 
level of motivation for insight and psychotherapeutic interchange. The focus to their 
problem was conceivable to the therapist and was agreeable to the client. Thirdly, the 
client responded positively to the interpretation made by the psychotherapist during 
evaluation. Finally, the clients did not have a severe pathology.
According to Sifneos (1980) clients suitable for short-term therapy ought to 
fulfil the following criteria; (1) a chief complaint; (2) a history of a meaningful 
relationship in early childhood; (3) a good rapport with the therapist; (4) 
psychological mindedness; (5) motivation to change and (6) above average 
intelligence. The criteria ‘motivation to change’ was assessed by seven criteria. 
These were; (1) the ability to recognise that the symptoms were psychological in 
nature; (2) an ability to give a truthful account of one’s psychological difficulties; (3) 
a willingness to participate in therapy; (4) interest in oneself; (5) willingness to 
explore; (6) realistic expectations from therapy; and (7) willingness to make a tangible 
sacrifice.
Similarly, Davanloo (1980) put forth the following criteria for clients suitable 
for short-term therapy; (1) a therapeutic focus; (2) experience of past meaningful 
relationships; (3) ability to engage in an emotional interaction with the therapist; (4) 
capacity to tolerate anxiety, guilt and depression; (5) motivation; (6) response to 
interpretation; (7) psychological mindedness; and (8) the presence of a give and take 
relationship.
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The outcome of short-term therapy has shown positive results. For example, 
Sifneos (1979) observed that individuals chosen for short-term group therapy showed 
marked improvement in problem-solving ability, self-esteem and se lf understanding 
when compared to a control group. However, in order to assess the efficacy of 
suitability measures for short-term therapy it is important that clients seen as suitable 
have better outcomes than those seen as unsuitable. There appears to be a lack of 
research comparing outcome measures for clients who are suitable with those who are 
seen as unsuitable. This might be connected to the limited resources available to 
psychotherapists that constrains them from taking on clients who are perceived as 
being unsuitable for therapy.
Client Suitability for Short-term Cognitive Therapy:
A  review of the literature on client suitability for short-term cognitive therapy 
has shown a number of findings. In terms of the severity of psychopathology it has 
been suggested that short-term cognitive therapy is not suitable for individuals who 
are highly suicidal, severely depressed or with a bipolar depression (Beck, Rush, 
Shaw and Emery, 1979; Persons, Bums and Perloff, 1988). For such cases 
medication and hospitalisation is thought to be more appropriate. Persons, Bums and 
Perloff (1988) reported that individuals with higher Beck Depression Inventory scores 
at the beginning of treatment had higher scores at the end of treatment. However, the 
findings have not always been consistent. For instance, Fennell and Teasdale (1987) 
found no significant differences in pre-treatment scores on the Beck Depression 
Inventory among rapid responders and slow responders to cognitive therapy. 
Furthermore, individuals with endogenous depression have also been found to 
respond less positively to cognitive therapy (Persons, Bums and Perloff, 1988). 
However, significant differences between responses to cognitive therapy made by 
clients with endogenous and non-endogenous depression have not always been found 
(Blackbum, Bishop, Glen, Whalley and Christie, 1981). Hence, it becomes important 
to distinguish between severity and endogenous factors.
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Teasdale (1985) observed the characteristics of individuals suffering from a 
major depressive disorder, who responded at a higher rate in the beginning stages of 
short-term cognitive therapy. They found that individuals who had higher scores on 
depression about depression, as measured by an item on the Cognition’s 
Questionnaire, where those who had a higher rate of reduction on the Beck 
Depression Inventory in the first three sessions of treatment. This was not related to 
the severity of depression. Teasdale (1985) has hypothesised that the rationale 
underlying cognitive behavioural therapy, that is the presentation of a concrete 
rational, structured approach and feedback and support on their behaviour, enabled to 
achieve this objective.
The acceptance of treatment rationale by clients has been observed to be a 
predictor of positive outcome of therapy. Fennell and Teasdale (1987) measured pre­
treatment and post-treatment scores on the Beck Depression Inventory of clients 
improving either rapidly or slowly to cognitive-behavioural therapy. Clients who 
responded rapidly had shown a positive response to the booklet ‘Coping with 
Depression’ and also to homework than those who were slow responders to cognitive- 
behavioural therapy.
Fennell and Teasdale (1987) also found that rapid responders who had 
significantly lower reduction of scores from week two of treatment also had 
significantly lower scores at three, six and twelve months after treatment. It appears 
that positive outcome to cognitive-behavioural therapy is apparent within the first two 
sessions after treatment. However, this study is confounded by the fact that those who 
received cognitive therapy also received other treatments offered by their family 
doctor, which also included being referred for another form of treatment.
Motivation is thought to be an important factor in predicting suitability for 
short-term cognitive therapy. The more motivated clients were to leam positive
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strategies for coping the greater improvement in outcome (Bums and Nolen- 
Hoeksema, 1991).
The expectation of positive outcome from therapy has been seen as one of the 
criteria for selection for short-term therapy (Sifneos, 1980). In the study by Bums 
and Nolen-Hoeksema (1991) the pre-treatment expectations of the helpfulness of 
active coping strategies were not found to be related to outcome, severity of 
depression or compliance with homework during treatment. However, this study did 
not assess expectations of the benefits of cognitive-behavioural therapy.
The completion of self-help assignments appears to be a unique in predicting 
suitability for short-term cognitive therapy. The reason being that other 
psychotherapies such as psychodynamic psychotherapies do not engage in setting self- 
help assignments. Bums and Nolen-Hoeksema (1991) have observed clients who 
completed homework assignments benefited more from cognitive-behavioural therapy 
than those who did not comply. Cognitive therapy with homework was also reported 
by Neimeyer, Twentyman and Prezant (1985) to lead to greater improvement than 
cognitive therapy without homework. Non-compliance to homework has been 
positively correlated to dropping out from therapy (Persons, Bums and Perloff, 1988). 
They also observed an interactive effect between homework and initial Beck 
Depression Inventory scores. High Beck Depression Inventory scorers (greater than 
twenty) who completed homework had a mean percentage reduction in Beck 
Depression Inventory scores of 81.0% at the end of treatment. While, those with high 
Beck Depression Inventory scores who did not complete homework had a mean 
reduction percent in Beck Depression Inventory scores of 0.6%. For individuals with 
low Beck Depression Inventory scores the percent reduction for doing homework and 
not doing homework was 64.1% and 44.66% respectively. Hence, it appears to be 
important for therapists to encourage clients who are severely depressed to engage in 
homework.
32
Bums and Nolen-Hoeksema (1991) found clients with active strategies to cope 
with low mood as measured by the Self Help Inventory were significantly less 
depressed both before and after short-term cognitive-behavioural therapy. However, 
there were no significant differences between active copers and non-active copers in 
terms of outcome of therapy and compliance with self-help assignments. Their 
findings revealed that individuals who are not active copers respond equally well to 
cognitive-behavioural therapy and should be selected for therapy. Simons, Lustman, 
Wetzel and Murphy (1985) reported that moderately depressed clients with high 
scores on the Rosenbaum Self Control Inventory exhibited better outcomes after 
short-term cognitive therapy than those with low scores. They also found that for 
clients treated with pharmacotherapy the reverse was tme. That is outcome was better 
for individuals with low self control scores. Though the results are positive the results 
were only marginally significant and comprised of a small sample.
The criteria of above average intelligence as put forth by Sifneos (1980) in the 
selection of clients suitable for short-term therapy has been systematically tested. 
Intelligence as measured by the WAIS-Clarke Vocabulary Test and the Abstractions 
sub-scale of the Shipley Institute of Living scale was not seen to correlate with 
outcome of cognitive therapy (Haaga, DeRubels, Stewart and Beck, 1991). Here, 
outcome was assessed using the Beck Depression Inventory.
As suitability of short-term therapy is interrelated to whether clients complete 
cognitive therapy it is important to look at characteristics of clients who might 
prematurely dropout. The characteristics of clients who are most likely to dropout are 
seen to be those who are younger, of ethic minorities and attending group therapy 
(Organista, Munoz and Gonzalez, 1994). Additionally, they are also likely to have 
personality disorders, high Beck Depression Inventory scores at beginning of 
treatment and an absence of endogenous symptoms (Persons, Bums and Perloff, 
1988). It is important that therapists are able to be sensitive to the issues of such 
clients early on in the therapeutic process. It would perhaps be helpful to elicit
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feedback from such clients on the therapeutic process so as to prevent dropout during 
the course of therapy.
The review of the literature on client suitability for short-term cognitive 
therapy has shown numerous studies that have measured one or two criteria in clients 
as being important for outcome. There is a need to distinguish between active 
ingredients of therapy, process of therapy delivery and client characteristics. There 
have been few studies that have made a comprehensive attempt to assess client 
suitability for short-term cognitive therapy. One study was that by Safran, Segal, 
Vallis, Shaw and Samstag (1993) who have devised a ‘Suitability for Short-term 
Cognitive Therapy Interview’ along with a ‘Suitability for Short-term Cognitive 
Therapy Rating Scales’. Their interview consisted of the application of ‘successive 
test probes’ and on each of the nine areas. Clients were firstly interviewed on each of 
the nine areas and then rated on a nine point scale on each of the nine dimensions. 
The nine areas were as follows:
1. Accessibility of automatic thoughts - This measures the client’s ability to access 
negative or self-critical thoughts.
2. Awareness and differentiation of emotions - This measures the client’s ability to be 
aware of different emotional experiences.
3. Acceptance of personal responsibility for change - The item evaluates the extent to 
which the client can perceive that he or she is able to be an active participant in 
change.
4. Compatibility with cognitive rationale - The item measures the extent to which the 
client is able to agree with the therapist on the goal and process of therapy.
5. Alliance potential in-session - Reflects the client’s ability to form a therapeutic 
alliance.
6. Alliance potential out-of-session - Reflects the client’s ability to have formed prior 
relationships based on trust.
7. Chronicity of problems - This measures the duration of the problem and also 
whether there is a personality disorder.
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8. Security operations - This item measures the length to which the client’s security 
operations, that is interpersonal manoeuvres aimed at reducing anxiety, will interfere 
with self-exploration.
9. Focality - Measures the client’s ability to maintain a focus.
The predictive validity of the rating scales as measured by the correlation 
between mean suitability ratings before therapy and global success ratings made by 
therapists and clients after treatment showed a significant positive correlation. The 
results of this study are confounded by the fact that therapists not only measured 
outcome of therapy but also assessed suitability for short-term cognitive therapy 
before therapy. It is likely that having chosen clients who they felt were suitable for 
therapy they were more likely to have a vested interest in assessing better outcome. 
The sample size of this study was also fairly small. However, the study was useful in 
providing a systematic study to assess the suitability of clients for cognitive therapy. 
There is a growing need for more standardised measures to measure client suitability 
for cognitive approaches.
Conclusion:
The suitability of clients for short-term cognitive therapy was found similar to 
that of other short-term therapies. The important overlapping criteria for suitability 
were motivation, acceptance of therapeutic rationale, severity of psychopathology, 
therapeutic alliance, experience of past meaningful relationships and therapeutic 
focus. In addition, criteria specific to cognitive therapy included the compliance with 
self-help assignments, active coping strategies, identifying negative automatic 
thoughts, early response to treatment and acceptance of personal responsibility for 
change. Most of the research on client suitability for cognitive therapy has been 
conducted on clients who manifested symptoms of depression. Secondly, the 
measures used to assess outcomes have been limited to the Beck Depression 
Inventory. It is concluded that there is a need for research on client suitability for
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short-term cognitive therapy to be conducted on clients with a broader range of 
psychopathology. It is also recommended that the instruments used to measure 
outcomes need to be varied in nature.
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Transcultural Counselling Psychology.
Introduction:
In a multi-cultural society such as Britain counselling psychologists will 
encounter clients who come from a different culture to their own. Culture as defined 
by d’Ardenne and Mahtani (1989) is the ‘shared history, practices, beliefs and values 
of a racial, regional or religious group of people’. Therefore, although culture 
includes race it goes beyond it. Transcultural counselling psychologists aim to work 
across, through or beyond the cultural differences between themselves and their client 
(d’Ardenne and Mahtani, 1989).
MentalHealth Among Cultures:
The rates of mental illness have been thought to be higher in minority cultures. 
For instance, individuals from ethnic minority groups are over represented in 
psychiatric hospitals (Littlewood, 1992). They are also given more physical forms of 
treatment such as tranquillisers and electroconvulsive therapy (Littlewood and Cross, 
1980).
The rates of mental illness have been seen to be higher for immigrants. The 
Dean, Walsh, Downing, and Shelly (1981) study found that the rate of schizophrenia 
was five times as high for West Indian immigrants living in England than they were 
for native boms. They were four times as high for African immigrants and three times 
as high for Indian immigrants. Similarly, Littlewood and Lipsedge (1982) noted how 
Norwegian immigrants were more likely to become mentally ill than the rest of the 
population.
40
However, results supporting greater mental illness among the minorities are 
not conclusive and opposite findings have also been found. For instance, Cochrane 
(1977) found no difference between hospital admission rates of West Indian 
immigrants and lower rates for Indian and Pakistani immigrants as compared the 
native British population.
Problems Related to Research on Psychological Well-being Among Different 
Cultures:
The methodological issues relating to research on mental illness among 
different cultural groups are, firstly, that the severity of mental illness can vary among 
the minority groups (Cochrane, 1977). Some studies such as that by Carpenter and 
Brockington (1980) do not acknowledge this and have classified many subcultures 
into one group. For example, in their 1980 study Indians, Pakistanis and 
Bangladeshis were all classified as Asian.
Secondly, there is a lack of standardisation of instruments of assessment. 
Most of the instruments are developed by the western countries and have been 
constructed using western norms. Cooper, Kendell, Gurland, Copeland and Simon 
(1972) showed the importance of standardisation of instruments. Prior to their study 
being conducted the rate of schizophrenia was higher for American samples than for 
British samples, while the rate of depression was higher for British samples than for 
American samples. After applying standardised instruments and partial interchange 
of psychiatric observers there were no significant differences for the rates of 
schizophrenia. The rates of depression although significant were much smaller than 
before.
Thirdly, the somatization of various disorders such as depression and anxiety 
among ethnic minorities such as Indian, Pakistani, Bangladeshi and also African and 
West Indian groups may cause difficulty in diagnosis (Rack, 1982). Finally, is the
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exhibition of various symptoms that are not of the same nature as that exhibited by 
another culture. For example, the people of Afro-Caribbean origin exhibit bizarre 
manic behaviour such as removal of clothes in public, incoherent speech and violence 
which are symptoms of mania. Mania has been diagnostically classified as 
endogenous or biological. But mania exhibited by this group can be reactive in nature 
and not always endogenous.
Issues in Transcultural Counselling Psychology:
Characteristics o f the client and expectations o f the counselling psychologist:
As Schofield (1964) noted therapists prefer client’s who are young, attractive, 
verbal, intelligent and successful (YAVIS). This puts minority groups at a 
disadvantage as they may be viewed as the opposite by the majority culture. As 
Sundenberg (1981) points out therapy is not for the quiet, ugly, old, indigent and 
dissimilar culturally (QUOID). Counselling psychologists must be aware of any 
biased responses as a result of the characteristics of the client.
A study by Turner and Armstrong (1981) found that white therapists did not 
feel that racial issues in psychotherapy were as important as that attached by black 
therapists. However, white therapists reported more subjective distress during 
interracial therapy. Their distress centred on the negative attitudes of their clients and 
the feeling of not being able to help or to confront them. Such feelings are likely to 
affect the outcome of the therapeutic process. As research has shown therapists 
attitudes and expectations have been related to treatment outcome (Lorian, 1986).
Focus on the individual:
42
The western orientation to psychotherapy is individualist. This encourages a 
person to be quite self-centred and self-exploring. Though, this may seem to be 
highly desired in western society it is not viewed positively in all cultures. There are 
many cultures where identity is not viewed as separate from the group to which one 
belongs to (Sue and Sue, 1990). For example, in Japanese the pronoun T’ does not 
seem to exist.
Importance and structure o f the family:
In many ethnic groups the family is very important and individuals function as 
part of a family or community. As Sue and Sue (1990) cite many Asian-American 
and Hispanic elders tend to greet each other with ‘How is your family today ?’ rather 
than ‘How are you today?’. Counselling psychologists need to be sensitive to this 
when it comes to their clients’ ability to act individually so as to avoid seeing their 
clients as being dependent or immature. In some instances other family members may 
want to participate in the therapeutic process.
The structure of the family in various cultures is also important. For instance. 
Rack (1982) reports that the family ties in a West-Indian family is weakest between 
husband and wife, while it is strongest in a British family. The tie between father and 
daughter and father and son is equally strong in both cultures. However, the tie 
between mother and daughter and mother and son is stronger in West Indian families 
than in British. Such differences in family ties can affect the relationship between 
family members which will differ from the Western culture.
Verbal and non-verbal communication:
Verbal and non-verbal communication is an essential part of the therapeutic 
process. Therefore, it is important to not only understand the norms of
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communication of other cultures but to also understand our own way of 
communicating and the impact it might have for someone of a different culture. Sue 
and Sue (1990) contrasted the communication styles of five cultures and found among 
other things that American-Indians, Asian-Americans and Hispanics tended to speak 
softly, while Whites spoke quickly and Blacks spoke with affect. American- Indians 
were also found to avoid eye contact while listening or speaking, and Asian- 
Americans and Hispanics tended to avoid eye contact while speaking to authority 
figures. Caucasians on the other hand made eye contact while listening but less while 
speaking. In contrast. Blacks made eye contact while speaking but less when 
listening. If any one culture is taken as the norm then other patterns of 
communication might seem abnormal. For instance, a white person may see some of 
the behaviours of black people as being threatening and that by American-Indians, 
Hispanics and Asian-Americans as being submissive or lacking in confidence.
The bodily movements can also vary among cultures. For instance, a smile 
may be thought to be a positive affect in western society but in Japanese society can 
mean embarrassment or discomfort and might not be viewed to be positive (Sue and 
Sue, 1990). Some Asians also restrain from showing extreme emotions which some 
therapeutic models such as the Gestalt would encourage.
The personal and interpersonal space can also vary change among cultures. 
Caucasians are thought to be uncomfortable by the closer distance held by other 
groups such as South Americans, Africans, French and Indonesians. If the seating 
arrangement is too close or too far for a client from a particular culture then the client 
might feel uncomfortable.
Transference and countertransference issues:
There are several transference issues that might emerge within the therapeutic 
setting with a culturally dissimilar client. Clients bring in their own values, biases and
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fantasies about their own or another person’s culture. There can be feelings of anger, 
distrust, and hatred as a result of racial and cultural prejudice (d’Ardenne and 
Mathani, 1989). There might also be issues of social power and position or personal 
fantasies about individuals from the opposite or same culture (Thomas, 1992). These 
feelings may be transferred onto a counselling psychologist by a client from a 
different racial background.
Similarly, feelings of countertransference can occur for the counselling 
psychologist. If the counselling psychologist does not acknowledge his or her own 
racial and/or cultural prejudice then they can be picked up by the client who in turn 
may feel a lack of genuineness or positive regard coming from the counselling 
psychologist (d’Ardenne and Mahtani, 1989). This will also interfere with the 
therapeutic process.
Characteristics of a Culturally Skilled Counselling Psychologist:
The characteristics of a transcultural counselling psychologist according to 
Sue and Sue (1990) are firstly, the therapist’s awareness of his or her own 
assumptions, values and biases. This means that the counselling psychologist is 
aware of his/her cultural heritage and respects and is comfortable with the cultural 
heritage of his/her client. The counselling psychologist also acknowledges his/her 
racist attitudes, feelings and beliefs. If necessary the counselling psychologist is 
sensitive to situations that may need referral to be made to another counselling 
psychologist. Secondly, the counselling psychologist actively seeks to understand the 
world view of his/her culturally different client. That is, the counselling psychologist 
is aware of the cultural background, lifestyles, experiences of his or her client. He/she 
is also aware of the socio-political system with respect to minorities. Thirdly, the 
counselling psychologist is actively developing and practising appropriate 
intervention strategies for their culturally different client. That is, he or she is able to 
use a variety of verbal and non-verbal skills in an appropriate manner.
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Researchers such as Nwachuku and Ivey (1992) propose a culture-specific 
approach which rather than transforming western theory to fit a new culture takes the 
culture and tries to search for a helping style around it.
Conclusion:
There seems to be research evidence to suggest that culture can effect the way 
in which a psychological disorder is exhibited. It can also determine the nature of the 
disorder and the effect of treatment. Individuals from different cultures differ in their 
social behaviour which can be dissimilar to the norm of the culture they live in. 
Counselling psychologists need to be aware of the cultural differences between 
themselves and their clients. This is essential in order to make an accurate assessment 
and to provide appropriate psychotherapeutic intervention.
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The Absence of the Counselling Psychologist: A Psychodvnamic
Perspective.
Introduction:
This report looks at the an issue in counselling psychology that is faced by 
every therapist. That is, the absence of the counselling psychologist as a result of 
leave, vacation, pregnancy or illness. This feature is an inevitable part of 
psychotherapy but little has been written on this topic. Webb (1983) explains this as 
due to the anxiety, anger and guilt in both the therapist and the client that makes 
therapists feel uncomfortable and that it is this unease that contributes to the 
avoidance of systematic research in this area.
This essay focuses on the psychodynamic view of the absence of the 
counselling psychologist. It begins with a look at theories in relation to the absent 
counselling psychologist. This is followed by the more complicated issue of the 
pregnant counselling psychologist. Thirdly, some of positive aspects of the absence 
of the counselling psychologist are explored. Finally, it discusses the clinical 
management of the client in the interim.
Theories Relating to the Absence of the Counselling Psychologist:
In psychoanalytic literature the weekend itself is seen as a therapeutic break 
having a significant impact. Freud (1958) spoke of the ‘Monday crust’ to indicate the 
negative effects brought about by weekend breaks. Ferenczi (1950) referred to his 
patients’ anxiety in the face of short breaks from therapy as ‘Sunday neuroses’. 
Alternatively, Greenson (1994) referred to the ‘Monday hour’, where clients reacted 
in a number of ways. Greenson (1994) stressed that the clients’ reactions to weekend 
breaks were dependent on the transference situation. According to Greenson (1994),
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if clients responded to the weekend break as a celebration or a rest, it indicated a 
strong resistance to therapeutic work. This view appears to be quite naive and 
probably serves to maintain the therapist’s own sense of importance. If the weekend 
was seen as a desertion this was because clients experienced it as the loss of a love 
object (Greenson, 1994). These clients were likely to respond through anger or 
unproductively on the Friday or on the Monday or be very happy to see their therapist 
on the Monday.
Winnicott’s (1965) concept of the ‘capacity to be alone’ helps throw light on 
the temporary absence of the therapist. This is explained through the mother-infant 
relationship, where the infant experiences being alone even when it is in the same 
room as it’s mother. The capacity to be alone is thought to develop after the 
establishment of three body relationships or else it is a phenomenon in early 
development. Winnicott (1965) uses the word ‘ego-relatedness’ to refer to two 
people, both of who are alone or at least one of them is alone and whose presence is 
important to both of them. The capacity to be alone is dependent on the existence of a 
good object in the psychic reality of the individual. Such clients are better able to 
handle the temporary absence of their counselling psychologist.
Like an infant who is initially dependent of it’s mother before becoming 
independent, so too is the client on his or her therapist. Winnicott (1965) felt that 
dependence in the client showed the reluctance of therapist’s to take on a new client a 
month or two before a holiday. He cites a case of a young woman who he had started 
to see daily just before going on leave for a month. The woman reacted to this 
through dreams where she was increasingly dependent. She also became clinically ill. 
Like Greenson (1994), Winnicott (1965) felt that in most cases interpretation of the 
client’s anxiety in relation to the therapist’s coming absence can help the client to 
cope better. A similar view point has been taken by Samat (1991) who felt that 
working through the reality of separateness from the therapist was an essential aspect 
of psychotherapy. This separateness can be seen in minor instances such as weekend
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breaks, at the end of each session, charging of fees or more dramatically when the 
therapist is ill or pregnant.
Steiner (1987, as cited in Samat, 1991) gave his view from an object relations 
perspective as to why being separated from the therapist can be difficult for a client. 
He saw clients as using their loved ones as containers for hard to integrate parts of 
themselves. The boundary between self and the loved one must remain blurred in 
order to maintain the experience of the other as container of parts of the self. Hence, 
any event that dismpts this experience of oneness, such as separation, destroys this 
illusion of containment of ejected parts of the self.
The Pregnant Counselling Psychologist:
The pregnancy of the counselling psychologist has major consequences for the 
therapeutic process. Not only does the client have to face the prospect of the 
counselling psychologist’s absence for a substantial period of time, it also introduces a 
concrete intmsion to the therapeutic dyad (Rosenthal, 1990). It can bring out feelings 
associated with lack of exclusivity of maternal attention. Clients may have fears of 
abandonment from their therapist who they fear might never come back (Rosenthal, 
1990). Especially those clients who have had prior histories which make them 
sensitive to loss are likely to react in a number of ways. Some are likely to seek a 
replacement for their therapist with someone else. For example, they may get 
married, or have an affair or get pregnant themselves (Cullen-Drill, 1994; Rosenthal, 
1990). Others may end treatment prematurely or become increasingly dependent by 
regressing and becoming anxious. They are also likely to harbour hostile feelings 
towards their pregnant therapist, which may be covered by isolation or reaction 
formation to more exceptable forms of behaviour. Psychotic clients might feel that 
their hostile feelings are real and are likely to harm their therapist or the baby.
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Therefore, it is thought that pregnant counselling psychologist’s raise the issue 
of pregnancy early so that feelings. arising for the client can be worked through 
(Cullen-Drill, 1994).
Positive Outcome of the Counselling Psychologist's Absence:
The focus has been on some the negative effects of the absence of the 
therapist. This perspective is based on a needs deficit model of preoedipal 
dependency in which the client like the child without its mother, would be helpless 
without the therapist. According to Hymer (1993) this perceptive also stems firom the 
therapist’s own desire to be needed. Hymer (1993) felt that clients can survive and 
even flourish during a break from the therapist. Grinstein (1955) also held a similar 
view. That is, the ego can use the period away firom psychological therapy to 
assimilate and put into practice some of the work done in psychological therapy. 
Furthermore, Hymer (1993) feels that therapists can exaggerate fears of separation by 
overvaluing it’s importance. This viewpoint has to be treated with caution, because if 
feelings surrounding an impending break are not addressed it could prove to be period 
of danger and disintegration for the client and result in acting out harmful behaviour.
Clinical Management in the Interim:
Chiaramonte (1986) has put forth three options for the therapist who is going 
to be away. First option is that of trial termination, where the therapist ends therapy 
with the client. This is most appropriate where the client initiates the suggestion of 
possible termination; where the client appears to have sufficient coping ability; if the 
focus can shift from client’s problems to that of transference feelings and anxiety 
relating to the separation (Pumpian-Mindlin, 1958 as cited in Chiaramonte, 1986). 
The second alternative is of therapeutic hiatus, where the client stops therapy during 
the therapist’s absence but resumes upon the therapist’s return. In the interim period
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the client does not have a substitute therapist. This option is useful with clients who 
are not ready for termination but have sufficient coping skills or have shown a recent 
move towards independence. The third option is that of temporary transfer to another 
therapist. This alternative is useful when the client has severe ego impairments such 
as that of a borderline personality and other personality disorders; schizophrenia; 
clients who are in a crisis; clients who are substance abusers or have other dependency 
problems or clients who are suicidal. The decision of what will happen to the client in 
the therapist’s absence has to be discussed between client and therapist till an 
agreement can be met. The sex of the substitute therapist is thought to be better if it is 
similar to that of the parent with whom the client has had the best relationship with 
(Pumpian-Mindlin, 1958 as cited in Chiaramonte, 1986). Chiaramonte (1986) felt 
that clients might find it easier to express their anger at the departed therapist if the 
substitute therapist is of the opposite sex. There is also a recreation of the family 
functioning with the father taking over when the mother is pregnant.
Lamb and Latona (1989) have described the use of an interim therapist with a 
borderline client. They accentuate the role of the substitute therapist as being that of a 
transitional object. They argue against the substitute therapist developing a 
therapeutic relationship which goes beyond being that of a substitute to the current 
therapist. Thus a substitute therapist plays the role of a messenger or a reminder for 
the client vis-à-vis the current therapist and does not play an active role, thereby, does 
not contaminate the transference between client and the current therapist. This 
description of the substitute therapist may hold true for brief absences of the therapist. 
However, when the separation between client and therapist is for longer periods the 
interim therapist’s role of merely a substitute becomes more complex. As Samat 
(1991) points out with time the client can become attached to the interim therapist. If 
the interim therapist continues to be only a substitute, the client is once again faced 
with the reality of separateness.
The client’s ability to tolerate feelings of pain, anxiety and anger helps 
maintain attachment towards their therapist even in their absence and thereby move
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onto more integrated object relations. If the capacity to tolerate separation is not 
present then disintegration and splitting are likely to occur (Samat, 1991). There are 
two variables which contribute to a likelihood of splitting and disintegration. One of 
them is as already discussed the length of time the therapist is absent. Another, is the 
level of integration of the client’s object relating. For example, a prolonged interim 
therapy might be tolerable for a neurotic but possibly not for a borderline patient.
It is important that the counselling psychologist sets a specific leaving and 
retuming date so that clients have a feeling of stmcture and containment (Hare-Mustin 
and Tushup (1977). Counselling psychologist’s should take care not to announce 
their departure too early or too late and should treat vacations as an inevitable part of 
the therapeutic process (Hymer, 1993). Hare-Mustin and Tushup (1977) have stated 
that giving clients their therapist’s phone number can be a source of comfort. They 
also feel that having clients write down their feelings and experiences is helpful.
Conclusion:
The area of therapeutic breaks arising due to the therapist’s absence has not 
been researched comprehensibly. Psychoanalysts such as Freud (1958) and Winnicott 
(1965) have emphasised the negative influence of breaks from therapy. The reactions 
of clients can range from anxiety, anger, feelings of disintegration and regression. 
Others like Hymer (1993) and Grinstein (1955) have emphasised the positive aspects 
of a break from therapy. It seems to be equally important for a counselling 
psychologist to consider both views while approaching a break in therapy. What is 
most cmcial is to treat each client as an individual who has a unique way of 
responding to the absence of their therapist. The clients’ prior history, current level of 
ego functioning and the transference situation all have to be taken into account when 
approaching a break. This has implications for the amount of notice a counselling 
psychologist gives to a client, the decision of termination, therapeutic hiatus or 
temporary transfer to another therapist. If the counselling psychologist is taking leave
55
due to pregnancy then the absence is further complicated in terms of disruption to the 
therapeutic dyad which also has to be dealt with.
An area that might be further researched is the counselling psychologists 
reactions to leaving and how they cope with such events. For it is not just the client 
who may experience a degree of turbulence but also the therapist.
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THERAPEUTIC PRACTICE SECTION.
This section consists of therapeutic work submitted in fulfilment of therapeutic 
criteria for the PsychD in Psychotherapeutic and Counselling Psychology course at 
the University of Surrey. In the course of the three years on the PsychD in 
Psychotherapeutic and Counselling Psychology therapeutic practice was conducted on 
four different placements. The placements were on an average two days a week and 
the total number of client contact hours was approximately four hundred and fifty. 
This section begins with a brief description of placements, followed by a reflection on 
my experiences of integration of theoretical and therapeutic work. This is followed by 
a summary of four client studies, a discussion of process issues and an account of 
other relevant experiences on placement.
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CHAPTER SIX.
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Description of Placements.
In the course of three years on the PsychD in Psychotherapeutic and 
Counselling Psychology, I have been on four different placement settings. In my first 
year my practical placement was in a primary health care setting. This was a General 
Practitioner (GP) practice in Surrey. Almost all of the client referrals were made by 
General Practitioners (GP’s) based at the practice where I was on placement. This 
placement was a full placement (two days a week) between November 1994 to July 
1995. During this time my supervisor was a counselling psychologist and my 
supervision was essentially humanistic.
In my second year I continued with the placement at the GP practice in Surrey 
for a further six months for one day a week and had individual supervision that was 
psychodynamic in orientation. I was also on placement for two days a week at a 
Student Counselling Service in an educational institute in London between the period 
of October 1995 and June 1996. The educational institute comprised of a number of 
colleges offering both graduate and post-graduate courses and the client population 
comprised of students and staff from the educational institute. The referrals were 
either self-referred, from tutors or other academic staff, college doctors and nurses. 
While, on this placement I had both group supervision and individual supervision with 
the same supervisor who was a Counselling Psychologist. My group supervision was 
with trainees whose therapeutic orientation was primarily humanistic. However, my 
group and individual supervision were both psychodynamic in orientation.
The third placement was based in a Psychology Department at a hospital in 
London and was from November 1996 to April 1997. The client referrals came from 
two Community Mental Health Resource Centres within a London trust. The two 
Community Mental Health Resource Centres obtained referrals from General 
Practitioners within the area. The clients came from both affluent and lower socio­
economic backgrounds with a range of presenting problems. Referral meetings at the 
resource centres took place twice a week and upon referral to the Psychology
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Department clients were assessed by members of the Psychology Department. My 
supervision was individual supervision with a consultant Clinical Psychologist. The 
psychotherapeutic orientation of supervision and my work with clients was primarily 
cognitive-behavioural in nature.
The fourth placement was based at a Community Mental Health Team setting 
in Surrey within a National Heath Service (NHS) trust from February 1997 to August 
1997. This trust comprised of two main divisions, namely, the Mental Health 
Division and the Learning Disabilities Division. The Community Mental Health 
Team also covered an acute admissions ward, an intensive care unit and a day hospital 
based at the Department of Psychiatry at a nearby hospital. The referrals were usually 
made by General Practitioners, Psychiatrists or by other members of the Community 
Mental Health Team before being referred on to a psychologist. My supervisor was a 
Consultant Clinical Psychologist whose orientation was integrative in nature, with an 
emphasis on psychodynamic and cognitive-behavioural approaches.
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CHAPTER SEVEN.
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Reflection on the Three Years on the PsychD in Psychotherapeutic and
Counselling Psychology.
The three years on the PsychD in Psychotherapeutic and Counselling 
Psychology have exposed me to a range of settings and the opportunity to work within 
a number of therapeutic approaches.
The first year of my training was essentially humanistic and I was 
predominantly person centred in my therapeutic approach. The principles underlying 
my therapeutic approach were essentially unconditional positive regard for the client, 
empathy and genuineness. Looking back at the first year of my training, I feel that 
most of my therapeutic work was supportive in nature. In the course of the second 
and third year of the PsychD in Psychotherapeutic and Counselling Psychology course 
I have become more challenging in my interventions.
The greater theoretical input from psychodynamic approaches to psychological 
therapy by the course in the first and second year and also by my supervisor on my 
placement in the second year enabled me to adopt a more psychodynamic approach to 
my work. This has continued to grow through the course of my PsychD degree. I 
began to make use of transference, countertransference and the therapeutic 
relationship as a means of guiding my therapeutic work. I see this as an important 
achievement in my development as a therapist. For an example of my use of 
countertransference please refer to chapter 2. The summaries of my client studies in 
chapter 8 also refer to the therapeutic relationship with clients.
In my therapeutic relationship with clients I feel that I have changed in the 
manner in which I am able to facilitate the expression of emotions and feelings. At 
first, I felt able to facilitate and contain the negative emotions expressed by clients 
towards other people. In my second year, I moved to being able not only to facilitate 
(to begin with) but also to contain negative emotions, especially that of anger.
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expressed by clients in the transference. I feel that theoretically this was influenced 
by writings of D. W. Winnicott (Winnicott, 1965). More recently, I have been able to 
deal with positive transference. In my third year I saw a male client who had an erotic 
transference towards me. At first, I was unable to acknowledge this but through 
supportive and insightful supervision became aware of the erotic transference. I was 
later able to interpret this meaningfully to the client who was then able to work 
through it in our sessions. Upon ending his sessions with me he was able to perceive 
me in a more realistic light. I feel that this experience has been very valuable and has 
given me greater confidence in being able to deal effectively with transferential issues.
In my third year, I initially found it difficult to move into a cognitive- 
behavioural model as it was not my preferred style of working with clients. However, 
I now feel more comfortable using this approach. In the last few months of my 
placement I have begun to work integratively with clients drawing from a number of 
approaches, while remaining predominately psychodynamic. More recently, I have 
also begun to make use of the Existential approach in therapy. This was perhaps 
influenced by workshops on process with a tutor who was Existential in his 
therapeutic approach.
My therapeutic approach, reinforced by the theoretical structure of the PsychD 
course and my experiences on my placements, is like a house the foundation of which 
is essentially humanistic, while the walls are psychodyanamic and the roof cognitive- 
behavioural. The windows and other parts of the house consist of experiences and/or 
knowledge of other approaches to therapy and different forms of therapy such as 
individual, group and couples therapy. Thus, I see myself as working within a 
predominately psychodynamic model but guided by cognitive-behavioural 
approaches, and underpinning all of my work is a humanistic approach.
A major shift that I have noticed in the last year or so has been my increased 
capacity towards therapeutic planning. I feel that working predominantly within a 
cognitive-behavioural model in the third year has influenced this change. Similarly,
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writing client studies and process reports on a regular basis as part of the PsychD 
course requirement have also helped to improve upon my assessment, formulation and 
therapeutic skills.
In my third year I have also done some psychometric testing while on my 
placement (see chapter 10). Psychometric testing is not taught in any depth on the 
PsychD in Psychotherapeutic and Counselling Psychology course. I had had 
experience of psychometric testing while doing my M. A. in Counselling Psychology 
from the University of Bombay. I feel that it is a useful tool to have obtained as a 
psychologist and although it is not used on a regular basis plays a useful role.
In the course of the three years my client population and their presenting 
problems have been varied. Initially, my case load consisted of clients presenting 
with problems that was perhaps reactive in nature such as death of a relative or 
divorce etc. In the course of the three years my caseload has consisted of clients with 
long standing problems and have included clients with personality disorders, mood 
disorders and obsessive-compulsive disorders. Most of my client population have 
been Caucasian. In my second and third year I gained experience of working with 
clients from an ethnic background similar to my own and from other minority groups. 
In this context workshops on the PsychD course in transcultural counselling were 
useful in helping me with my therapeutic work.
I feel that through the course of the three years on the PsychD in 
Psychotherapeutic and Counselling Psychology I have gained in confidence and this 
has been reflected in my therapeutic work. I believe that this has been achieved by the 
integrative theoretical nature of the course that has enabled me to draw upon a number 
of theories in my therapeutic work, thereby, increasing the diversity and flexibility of 
my interventions. The emphasis on process and relationship issues on the PsychD 
course have also been crucial in developing my work and my role as a counselling 
psychologist.
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I need to add that my own personal therapy, which is a part requirement for 
fulfilment of the course, has also helped to facilitate both my growth as a counselling 
psychologist and my ability to apply psychotherapeutic theory into practice. This has 
been achieved by making me more aware of myself and of my defences. This 
influence has continued into my third year when I have not been in personal therapy.
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CHAPTER EIGHT.
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CLIENT STUDY STJMMARTES.
The psychotherapeutic work done on placement is reflected partly through 
client studies. The client studies provide a detailed account of psychotherapeutic 
work carried out on the PsychD course. The client studies in their entirety are 
submitted as course requirements for the PsychD in Psychotherapeutic and 
Counselling Psychology. In order to preserve client confidentiality only summaries of 
four such client studies have been presented here and identifying client information 
has been changed or deleted.
Client Study Summary 1.
Context of Psychological Therapy:
The context of psychotherapy was a student counselling service at an 
educational institute in the suburbs of London.
Reason for Referral:
The client was a forty-seven year old student of West-Indian origin. She had 
been referred for psychological therapy by her course convenor because she had 
suffered from a migraine, as a result of which she had not been able to sit for her 
exams.
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Presenting Problems and Issues:
The client stated that her main reason for referral was her current low mood 
and her migraines. The client had a history of abuse where she had been sexually 
abused by her step-father, mentally and physically abused by her mother and 
physically abused by her ex-husband.
Theoretical Perspective:
The theoretical perspective adopted for this client was psychodynamic. This 
was because my training was under psychodynamic supervision.
Formulation:
It appeared that the client’s difficulties were associated with her inability to 
reach the ‘depressive position’. The result of which was that she was unable to realise 
that love and hate could be directed towards the same person. Thus, her object 
relations were spilt into being ‘extremely good’ or ‘extremely bad’.
Her difficulties had been precipitated by the loss of her grandfather and the 
possible loss of her mother, that had threatened the loss of a ‘good’ internalised object 
or fear that the ‘goodness’ of the good object might be transformed into a bad one. 
The threatened loss and fear had in turn led to anxiety which through the mechanism 
of splitting had manifested itself into somatic symptoms.
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Therapeutic Interventions:
The total number of sessions with this client were sixteen. The sessions were 
fairly unstructured allowing her to bring in material of her choice. The interventions 
were made using the triangle of conflict, comprising of the defence, anxiety and 
hidden impulse and also the triangle of person that linked together her current life 
situation, her infantile object relations and her relationship with me.
My therapeutic interventions were aimed at putting forth my formulation to 
the client verbally. On a non-verbal level I sought to provide the client with a 
contained environment so as to enable her to express some of her transferential 
feelings of anger towards me without feeling that she would be destroying me or 
would be rejected by me.
Therapeutic Relationship:
Initially, the client appeared to not want to be in psychological therapy. It 
seemed that she was there on the referral of her course convenor and thus, it was hard 
to establish a working alliance. Her reaction toward me appeared to be one of 
suspicion where she was unsure as to whether she could trust me. It appeared to me 
that my Indian origins helped to project through the transference her ambivalence. At 
first, her communications seemed to indicate that she was unsure of whether I was one 
of them (white) or one with her (black). This changed after the issue was brought out 
into the open and her feelings towards my ethnic origins were discussed. My Indian 
origins also helped her to project onto me past relationships with significant others.
72
Therapeutic Outcome:
The client had been able to work through some of her feelings in relation to 
her mother. She was able to acknowledge her feelings of anger and sadness. She had 
been able to recognise the similar patterns in her relationship with her mother and her 
children. This is something she was working on and had decided to make more of an 
effort with her children. She had passed her assignments and her exams. She reported 
that she her mood had improved and was more interested in her daily activities.
Client Study Summary 2.
Context of Psychological Therapy:
The context within which this client study was based was a GP practice in
Surrey.
Reason for Referral:
The client was a twenty-two year woman who was referred by her doctor after 
she had complained of not being able to stay at home alone at night.
Present Problems and Issues:
The client was anxious and experienced panic attacks when she stayed in the 
house at night without a man present. In addition, she had a fear of her family and 
boyfriend being attacked or injured.
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Theoretical Orientation:
The theoretical orientation adhered to for this client was cognitive- 
behavioural.
Formulation:
It appeared that the client’s fear of staying in the house at night was related to 
being over-protected by her parents. This over-protectiveness made it difficult for her 
to learn to be independent either fi*om her parents or in her close relationships. The 
precipitating factors which had reinforced her fears were the death of her grandparents 
and her friend. Her fear had also been reinforced by theft of a radio from her car a 
few months prior to coming for psychological therapy.
Her fear was maintained by her parents who lived close by and positively 
reinforced her for not staying in the house by herself. Also by the fact that she had 
very few fi*iends and was dependent on her boyfriend and family.
Therapeutic Interventions:
The work focused on her fear of staying at home without a man being present. 
Initially, techniques of relaxation and distraction were used to help her to control her 
panic attacks. The cognitive approaches used included systematic desensitisation and 
rational emotive therapy.
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Therapeutic Outcome:
In terms of her fear of being in the house the client had moved from a stage of 
not being able to stay in the house by herself at night to a stage where she could stay 
in the house for up to five hours. However, practical changes in her life meant that the 
client did not have the pressure of facing her fear.
As far as the client’s fear that her family would come to harm was concerned, 
it was difficult to enable her to see how her thoughts and feelings impacted on her 
behaviour. The client was still dependent on her parents, however, she had now 
begun to express some negative feelings towards with them. She had also started to 
give herself and her boyfriend more space and was fairly relaxed in such situations.
Client Study Summary 3.
Context of Psychological Therapy:
The context of psychological therapy was a student counselling service at an 
educational institute in the suburbs of London.
Reason for Referral:
The client was a twenty-one year old third year Arts student who had referred 
herself to psychological therapy because she had been feeling depressed.
75
Presenting Problems and Issues:
The client’s presenting problem was her depressed mood. She was finding her 
course work difficult and was not looking forward to leaving college at the end of her 
final year. She was also distressed by the recent dispersion of her family, where both 
her father and brother were living away from home.
Theoretical Orientation:
The theoretical orientation was essentially psychodynamic. This was because 
my training was under a psychodynamic supervisor.
Formulation:
It appeared that the client’s difficulties are associated with the disintegration of 
her family, with her father and brother moving away from home. The disintegration 
of the family also included the client’s discovery of her mother being adopted. The 
client had reacted to the disintegration of the family in the same way she had reacted 
when she was seven, when her grandmother died and her mother who was a 
housewife began to study further, that is, by becoming depressed.
The disintegration of the family was particularly distressing for her as she 
appeared to be insecurely attached to her parents. This was because the client had 
experienced a disruption to the affectional tie when her mother was depressed when 
she was a child. The disruption of the affectional tie had in turn heightened the 
intensity of her attachment. This can be seen in the form of anxiety about living away 
from home and anxiety about injury to her parents.
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Therapeutic Relationship:
The client was quite withdrawn, making it difficult for me to get through to 
her. This caused me to feel quite cut off and fmstrated with her. I took this to 
possibly infer how difficult it was for her to form new relationships or attachments. I 
also inferred the possibility that she wanted to let me know unconsciously how she 
had felt in the presence of her depressed mother. I tried to ensure that I did not disrupt 
the frame of the therapeutic setting and adopted the role of a more consistent and 
containing mother.
Therapeutic Interventions:
The sessions were fairly unstructured allowing the client to bring in the 
material of her choice. The interventions were made using the triangle of conflict, 
comprising of the defence, anxiety and the hidden impulse. The triangle of person 
was also used which linked the relationship in therapy to that with other people in the 
current or recent past and to the distant past.
Therapeutic Outcome:
The major change in the client had been in her ability to acknowledge negative 
feelings, mainly towards her ex-boyfriend. She had also acknowledged the pressure 
she felt at having to live up to her parents’ expectations. In addition, her mood had 
also improved.
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Client Study Summary 4.
Context of Psychological Therapy:
The context of psychotherapy was an independent mental health care agency 
in the suburbs of London.
Reason for Referral:
The client was a thirty year old woman who had been referred for 
psychological therapy following an overdose on paracetamols.
Presenting Problems and Issues:
The client reported feeling low and was taking anti-depressant medication. 
However, she did not appear to be clinically depressed as her sleep and appetite 
patterns were fairly normal. She also experienced panic attacks at a frequency of once 
a week. These were usually precipitated by thoughts that her ex-boyfriend was going 
to kill her.
Method of Assessment:
The method of assessment was firstly to obtain a history of the client’s 
presenting problem and a background to her problems. The DSM-IV was also 
referred to in order to make an accurate assessment. In the first session it appeared 
that the client’s depression and panic were possibly related to posttraumatic stress. It 
also appeared that the client was suffering from depression. However, both of these
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were excluded after further interactions with the client. It was felt that the client’s 
current problems were related to personality variables, especially that of a borderline 
personality.
Theoretical Perspective:
The theoretical perspective adopted for this client was essentially cognitive- 
behavioural.
Formulation:
It seemed that the present difficulties of the client were related to her 
childhood experiences, where the client had the love and attention ftrom her father but 
had to forego the love and attention from her mother. This in turn had led to the 
development of her schemas of unlovability and isolation. Her schemas became 
reactivated when she engaged in a relationship where her partner was unobtainable in 
that he was married, thus activating the schema for isolation. Furthermore, he was 
abusive towards her, hence activating the schema of unlovability. These schemas had 
in turn contributed to her low mood and panic attacks. In addition, factors 
maintaining her current problems were her lack of social support, decline in socio­
economic status and her numerous losses such as her miscarriages and abortion, loss 
of her family and loss of jobs.
Nature of Contract:
The client was seen for a total of six sessions after which she was referred to 
the psychotherapy department.
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Therapeutic Interventions:
There was only a limited period of time to perform psychotherapeutic work 
relating to my formulation of the client. We briefly explored her schema for 
unlovability and isolation. On a practical level the client was encouraged to speak to 
her friends and to socialise not only when she felt lonely but on a daily basis.
Though the theoretical orientation adopted with the client was cognitive- 
behavioural most of the work was supportive in nature. I worked behaviourally with 
her in terms of relaxation exercises and practical daily care. In terms of cognitive 
work it was limited to problem solving so as to help her to get through stressful 
situations and to avoid self-harming and self-defeating behaviours.
Therapeutic Relationship:
The client appeared to form a close relationship with me. The danger was that 
she was becoming dependent on coming to see me. It was not easy for her to trust 
people but she felt that she could trust me. She would also react to me in a dramatical 
way, where I sometimes felt she would over-react to situations so as to get a reaction 
from me. I found it hard to balance being empathie to her perceived distress while 
also trying to work towards helping her to understand the link between her own 
thoughts, feelings and behaviour. I was particularly apprehensive as to how she 
would be able to cope with our ending given that one of her difficulties at the time 
was in dealing with the loss of her partner who had recently got married. The client 
was able to cope with our ending without acting out. She was able to express her 
difficulties in ending which were then explored further with her.
80
Therapeutic Outcome:
The nature of her problems and the limited period of contract did not permit 
any significant changes. The client reported a decrease in the frequency of her panic 
attacks to once a fortnight. She was able to make use of distraction and coping 
techniques when she was feeling low. She continued to see her key worker and her 
psychiatrist and was referred onto the psychotherapy department.
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CHAPTER NINE.
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A Discussion of Process Issues Derived from Two Process Reports.
This is a discussion of process issues derived from two process reports that are 
included in the Appendix (for sight of internal and external examiners only). The two 
process reports were written at different periods on the PsychD in Psychotherapeutic 
and Counselling Psychology course. The first process report, referred to as process 
report 1, was written in my first year of the above course, while, the second process 
report, referred to as process report 2, was written in the third year of the PsychD in 
Psychotherapeutic and Counselling Psychology course. Both process reports were 
transcripts of a psychotherapeutic session with women who had been referred for 
depression. The first process report was recorded during the fourth session with the 
client, while the second process report was recorded during the second session with 
the client.
In process report 1, my therapeutic orientation used was primarily the Person 
Centred approach , while in process report 2 the primary therapeutic orientation used 
was the cognitive-behavioural approach.
I shall be discussing the process reports in terms of major themes and process
issues.
In the beginning of both sessions, that is, process report 1 and process report 2, 
I have begun the session with a brief comment. I think in most of my sessions I do 
begin by saying something brief like, ‘Hello’ or ‘What would you like to bring to the 
session today?’ and this has become a natural style. I have noticed how in process 
report 1, I have been fairly non-directive for the early part of the session and have 
given the client time and space before moving to issues underlying her current 
problems or onto issues which I had felt she had been avoiding. In process report 2 ,1 
have made a direct intervention only a couple of minutes into the session, where I
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have set the boundary by informing the client that she had fifty minutes and asked her 
what she wanted to bring to the session. While, I do not feel that such a direct 
structuring of the session is always appropriate with clients, I feel that this reflects a 
change in the manner in which I now work. This change has been brought about for a 
number of reasons. Firstly, my awareness that clients can sometimes avoid or delay 
getting in touch with deeper issues and communicate on a superficial level. Secondly, 
my higher level of confidence brought about by increased experience in therapeutic 
practice. Thirdly, the short-term nature of contracts in the National Health Service 
where I have been on placement.
A common theme in both sessions appears to be that of getting clients in touch 
their own needs rather than reacting to the environment. I also feel that this reflects 
the way in which I work. This has been influenced both by my personal therapy and 
by theorists such as D. W. Winnicott (1965). In process report 1, the client has a 
history of accommodating to the needs of other members in her family, so much so, 
that after the birth of her children she had also felt controlled by them. Here, we focus 
firstly on what the client’s needs are and how she can meet her needs by being 
assertive with others. In process report 2, the client reported how she had isolated 
herself from the world and became depressed as a means of preventing herself from 
feeling overwhelmed and out of control. Helping the client get in touch with her 
needs helped her to become aware of how she was also depriving herself by isolating 
herself from the external world. She went on to speak of how she wanted to be 
‘dynamic’ and ‘positive’ as she had been in the past and how she wanted to get that 
‘spark’ back into herself and into her life. For this client getting in touch with her 
needs helped to move her towards the life instinct. Whereas, for the client in process 
report 1 the movement was of a practical nature, whereby, she was helped to 
communicate effectively with others.
A second common theme in both process reports had been making links with 
the clients’ past. In process report 1, the client spoke firstly of her difficulties in being 
assertive with her children and her husband. This was linked to her past experiences
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of having had to take care of her father while he was ill. This in turn was linked to her 
childhood experiences where she described herself as a ‘scivey’, and she had to look 
after both her parents. The client was then able to verbalise that she had come to see 
her ‘role’ or ‘niche’ in life as a ‘scivey’ and that she had been acting in accordance 
with her perceived role. In process report 2, the client reported feeling depressed soon 
after her children had gone back to school after their holidays. This feeling was 
linked to her childhood experiences of being left at home by her family. Her mother 
had been in and out of psychiatric hospitals and her father who was a compulsive 
gambler had had two jobs so as to earn money while gambling. Helping the client 
make links with the past allowed her to work through some of her painful feelings of 
loneliness she had experienced as a child.
There has also been a change in some of the process issues in the two process 
reports. One such difference has been my increased awareness of unconscious 
processes in the client. The clients in both process report 1 and process report 2 had 
missed their previous session. The client in process report 1 had missed one session, 
prior to the session which was recorded because she had had the flu. The client in 
process report 2 had missed two appointments, prior to the session which was 
recorded, because she had also had flu and her daughter had had a migraine. In 
process report 1,1 do not interpret the non-attendance in the session itself or in my 
comments on the session. In process report 2, I am more aware of the possible 
reasons for non-attendance. This client had been transferred over to me by another 
trainee counselling psychologist because she had completed her placement. I felt that 
the client was acting out her feelings, perhaps of anger at having to see a new 
therapist. Though I did not reflect this back to the client in that session, I was very 
much aware of this in my comments on the session.
In process report 1, there was also an absence of issues relating to the 
relationship between myself and the client. My comments on the session reflected 
awareness of what the client was experiencing or feeling and of what I was 
experiencing or feeling at various stages of the session but there was no reflection on
85
the therapeutic relationship. The client and myself are described as two separate 
entities. Whereas, in process report 2, I have made comments on the therapeutic 
relationship, thereby, adding another dimension to the session.
I have also observed that in process report 1, I was highly conscious of my 
interventions in terms of what I was saying or doing. In this context I was also highly 
self-critical. While there was a certain amount of self-criticism in my comments in 
process report 2, there was lower level of self-absorption and a greater awareness of 
the client.
Finally, there were differences in the manner in which self-help assignments 
were set in the sessions. In process report 1, the client stated that she would like to 
write down her feelings when she got angry. I stated that this would be fine and 
added that perhaps she could also make a note of assertive statements after having 
written down her angry feelings. In process report 2, because I was working within a 
cognitive-behavioural model, I have introduced the topic of self-help assignments in- 
between sessions and have presented it in a formal manner. The client in process 
report 2 then chose to begin writing her book as her self-help assignment. I feel that 
currently I am able to use self-help assignments more constructively. My natural style 
had been against setting self-help assignments. However, working within a cognitive- 
behavioural model on specific problems, such as agoraphobia or obsessive- 
compulsive disorder, has taught me the usefulness of setting self-help assignments. In 
appropriate circumstanees I now mutually agree with a client on a specific self-help 
assignment.
To conelude, there have been both similarities and differences in the two 
process reports, highlighting my development as a therapist and influenced partly by 
the major therapeutic orientation adopted with each client.
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CHAPTER TEN.
other Therapeutic Work on Placement.
My therapeutic work on placement has consisted primarily of individual 
therapeutic work. In my third year I have also had the opportunity to administer a 
number of psychometric tests. These have included the Wechlers Adult Intelligence 
Seale-Revised (WAIS-R) which is a measure of cognitive functioning. I have used 
this test on several clients to determine their suitability for input from the Learning 
Disabilities Division at my placement. I have also administered the Wechlers 
Memory Scale-Revised (WMS-R) to assess memory functioning in a client who 
reported having difficulties with her memory. The use of the test enabled to rule out 
physical components as being the cause of difficulties with her memory. Finally, I 
have also administered the Minnesota Multiphasic Personality Inventory (MMPI) on 
an in-patient to assess personality variables affecting his presenting problems.
Recently, I was also asked to write a report for the Criminal Injuries 
Compensation Authorities on a sixteen year old client I had seen. The client had 
applied for compensation to the Criminal Injuries Compensation Authorities after 
having been stabbed a year ago. The client had presented with symptoms of 
posttraumatic stress that was restricting his current life style, which I later 
documented in the report.
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RESEARCH SECTION.
This section of the portfolio contains three pieces of research work carried out 
while on the PsychD in Psychotherapeutic and Counselling Psychology. The first 
year’s research was an study that measured outcome of psychodynamic group 
psychotherapy in a primary health care setting for individuals with problems relating 
to relationship issues. The second piece of research, carried out in the second year, 
was a literature review that critically evaluated the usefulness of existing 
psychoanalytic and feminist-culturalist models of eating disorders for men with 
anorexia nervosa and bulimia. The third piece of research was a study focusing on the 
nature of planned and premature termination of psychological therapy with individual 
clients.
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CHAPTER ELEVEN.
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The Outcome of Psycho dynamic Group Psychotherapy in a Primary Health 
Care Setting for Individuals with Relationship Problems where Sexual Abuse
was the Theme.
Abstract:
The aim of this study was to assess the outcome of first time psychodynamic 
group psychotherapy for individuals with relationship problems in a Primary Health 
Care setting. The sample of five members who participated in group psychotherapy 
were assessed before and after the twelve week group. The theme of the group 
psyehotherapy was that of sexual abuse. This was because four of the five members 
had been victims of childhood sexual abuse, while, the fifth had enrolled for 
psychotherapy because his sister had been sexually abused as a child.
The measures used to assess the outcome of group psychotherapy were the 
Fundemental Interpersonal Relationship Orientation-Behaviour (FIRO-B), the 
Coopersmith’s Self-Esteem Inventory and a short structured interview.
The FIRO-B did not show any significant changes before and after group 
psychotherapy. However, the self-esteem scores did show a significant increase. The 
results from the interview showed positive changes in the form of reported 
confidence, assertiveness, self-esteem, development of relationships, control and the 
ability to handle conflict situations. The results from the interview also showed that 
members of the group were quite apprehensiveness of getting along with each other 
but later felt a bond and empathy between other members of the group. They also 
found it quite difficult and also a relief to share their experienees with other members 
of the group. The members were also happy for being able to have group 
psychotherapy at their General Practitioner’s surgery.
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The results suggested for the commencement for ongoing group 
psychotherapy in a primary health care setting for individuals with relationship 
problems and for victims of childhood sexual abuse.
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Introduction:
There has been a growing increase in counselling psychology in the primary 
health care setting in the last decade (Keithley and Marsh, 1995). The first citation of 
a counsellor working in a primary health care setting was made by Marsh and Barr 
(1975). However, counselling psychology is still in the process of being established 
in the primary health care setting. It has been found that only 31% of primary health 
care setting employ counsellors in England and Wales (Sibbald, Addington-Hall, 
Brenneman and Freeling, 1993). This percentage included community psychiatric 
nurses, practice counsellors and clinical psychologists. It is likely that the percentage 
of counselling psychologists working in primary health care is likely to be lower. The 
study also found that more than four fifths of the general practitioners who did not 
provide a counselling service stated that would like to provide such a service (Sibbald, 
Addington-Hall, Brenneman and Freeling, 1993).
Group Psychotherapy:
The role the counselling psychologist in a primary heath care setting can 
extend from individual work, group work or that of a consultant. Since this study was 
pertaining to group psychotherapy it will be focused on here. The first experiential 
group for therapeutic purposes was established by Joseph Pratt in 1905. This group 
was with individuals suffering from tuberculosis and showed some positive outcomes. 
There seem to be certain factors that account for change in group psychotherapy. 
According to Butler and Fuhriman (1983) who conducted a literature review on out 
patient group psychotherapy studies the most important curative factors in group 
psychotherapy were seen to be self-understanding, catharsis and interpersonal 
learning.
The theory of psychodynamic group psychotherapy was formed from the 
theory of individual psychodynamic psychotherapy. Therefore, the principles
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underlying both are similar. They both deal with transference issues, where thoughts, 
feelings and emotions from the past of the clients are transferred onto the therapist and 
with countertransference were thoughts, feelings and emotions from the past of the 
therapist are transferred onto clients. They also use psychological mechanisms such 
as imitation, identification and internalisation and the process of interpretation, 
confrontation and clarification. The difference being that in psychodynamic group 
therapy these processes take place not only between the therapist and the client but 
also between group members.
Childhood Sexual Abuse:
The rates of childhood sexual abuse have been reported to be 19% for females 
and 9% for males (Finkelor, 1980). These rates are even higher among psychiatric 
populations (Carmen, Reiker and Mills, 1984). The impact of childhood sexual abuse 
includes depression, anxiety, low self-esteem, likelihood of revictimization, substance 
abuse, sexual dysfunction (Browne and Finkelor, 1986) and relationship problems 
(Cahill, Llewelyn and Pearson, 1991). The long-term effects of childhood sexual 
abuse indicate the importance of psychological therapy. Group psychotherapy has 
been used effectively in the treatment of individuals who are survivors of childhood 
sexual abuse. Group therapy tends to reduce the sense of isolation that sexually 
abused individuals can sometimes feel (Jehu, 1988). The symptomatolgy of 
depression and low self-esteem in survivors of childhood sexual abuse are also 
thought to be reduced as a result of group psychotherapy (Carver, Stalker and 
Stewart, 1989). Similarly short-term group therapy has also been increasingly used 
for the treatment of childhood sexual abuse (Cahill, Llewelyn and Pearson, 1991). 
This type of therapy consists of one and a half hour weekly sessions for approximately 
eight to twelve weeks with five to eight clients and two co-therapists.
The aim of this study was to see whether a first time short term 
psychodynamic group psychotherapy conducted in a primary health care setting
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would have the following outcome. Firstly, if there would be an improvement in 
interpersonal behaviour as measured by the FIRO-B. Secondly, if there would be an 
increase in self-esteem as measured by the Coopersmith’s Self-Esteem Inventory. 
Thirdly, to see how clients experienced group psychotherapy as measured from the 
interview.
Method:
Sample Selection and Description:
There were ten people who were initially referred for group psychotherapy at 
their General Practitioners practice, by their therapist, who was a counselling 
psychologist employed at the practice. They were referred for group psychotherapy 
because they all had relationship problems of some nature. Initially, the referred 
individuals were assessed for suitability for group psychotherapy in an assessment 
interview by the group facilitator whom they had not met before and also by the co­
facilitator who was their therapist. A total of ten individuals were initially assessed 
for group psychotherapy. Five of the individuals who had come for the assessment 
interview decided not to come for group psychotherapy either by mutual agreement or 
from their own accord or due to practical reasons.
The five remaining members who took part in group psychotherapy comprised 
of the sample in this study. They consisted of three women and two men all of whom 
were Caucasian. Their ages ranged from thirty to forty-three with an average age of 
thirty-six. They had been in individual therapy for a minimum of six sessions and a 
maximum of an hour of psychological therapy per week over a two week period. 
Apart from the original criteria for referral to the group of relationship problems the 
group members also had sexual abuse in common. A total of four group members had 
been sexually abused as children. The fifth group member had come for
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psychological therapy after discovering that his sister had been sexually abused as a 
minor.
Design:
The design was a repeated measures design where the same individuals were 
assessed both before and after group psychotherapy.
Procedure:
The five members were assessed before beginning group psychotherapy. The 
assessment procedure was as follows. They were administered the Fundemental 
Interpersonal Relations Orientation (FIRO-B), Appendix A, and the Coopersmith’s 
Self-Esteem Inventory (Appendix B). These were given because the aim of group 
psychotherapy was to improve interpersonal relationships and to enhance self-esteem. 
These tests were administered with the appropriate instructions as given by the makers 
of the tests. Following this, they were given a short structured interview relating to 
their views and expectations of group psychotherapy. The questions were based on 
that of Komblum (1993). However, they were not identical to that given by 
Komblum (1993) but were adopted for this research (see Appendix C).
The group members were assessed again after they had completed twelve 
weeks of group psychotherapy of one session lasting one and a half hours per week. 
They were given the FIRO-B, Coopersmith’s Self-Esteem Inventory and the short 
structured interview. These were given in the same order as before group 
psychotherapy. The members were informed that their responses would be kept in 
confidence within the practice and if used for research purposes their responses would 
remain anonymous.
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Analysis o f  Data:
Fundemental Interpersonal Relationship Orientation-Behaviour (FIRO-B):
The FIRO-B was scored as follows. Each individual was given a score out of 
nine on six separate measures namely, expression inclusion, expressed control, 
expressed affection, wanted inclusion, wanted control and wanted affection. Inclusion 
was related to a person’s social orientation. Control was related to leadership 
behaviour. Affection was the need to form intimate relationships with other people. 
The six separate measures are interpreted in terms of low and high scores on each 
measure. Scores 0 to 1 were extremely low, scores 2 to 3 were low, scores 4 to 5 were 
moderate, scores 6 to 7 were high while scores 8 to 9 were extremely high.
Coopersmith’s Self-Esteem Inventory:
The Coopersmith’s Self-Esteem Inventory was scored in the following 
manner. Using the scoring key each response was tallied with that on the key. The 
responses were then added and then multiplied by four to obtain a final score. These 
scores were then referred to the norm table (Coopersmith, 1987).
Interview:
The interview was tape recorded and then transcribed. Following this the 
transcripts were content analysed. Here themes relating to each question were noted. 
These themes were then looked at in terms of before and after group psychotherapy 
responses. The majority of themes in the results were those that were fairly straight 
forward for e.g. the theme of confidence would include a statement such as, 7 hope to 
get more confidence sort o f being within a group o f people. ’ Some of the themes 
were less Straight forward but quite clear, for example an assertive theme was 7 tend
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to keep quiet even though I  don't agree with what’s happening and I ’d  like to change 
that. I ’d like to be able to say I  don’t agree and actually say at the time and not sort 
o f think back afterwards. Which is to get to the stage were I ’m actually saying, no I  
don’t like that. I  don’t want that. I  don’t agree with that. ’ As a majority of themes 
were explicit in the text a second person was not used to content analyse the data.
Results:
FIRO-B:
The scores on the FIRO-B before and after group psychotherapy were as
follows.
Group Member 1:
The first group member had the following scores in terms of expressed and 
wanted Inclusion, Control and Affection before and after group psychotherapy.
Before Group Psychotherapy:
Inclusion Control Affection
Expressed 3 4 3
Wanted 0 1 5
This group member had a low expressed and extremely low wanted Inclusion 
scores. The score for expressed Control was moderate, while the score for wanted 
Control was extremely low. The score for expressed Affection was low, while the 
score for wanted Affection was moderate.
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After Group Psychotherapy:
Inclusion Control Affection
Expressed 0 3 2
Wanted 0 3 0
The group member had extremely low scores on expressed and wanted 
Inclusion, low scores on expressed and wanted Control, low expressed and low 
wanted scores on Affection.
Group Member 2:
For group member two the scores in terms of expressed and wanted Inclusion, 
Control and Affection before and after group psychotherapy were as follows.
Before Group Psychotherapy:
Inclusion Control Affection
Expressed 0 0 3
Wanted 0 7 9
This group member had extremely low expressed and wanted Inclusion scores. 
The expressed score for Control was extremely low, while the wanted score for 
Control was high. The expressed score for Affection was low while the wanted score 
for affection was high.
After Group Psychotherapy:
Inclusion Control Affection
Expressed 0 0 1
Wanted 0 1 1
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The scores were extremely low for expressed and wanted Inclusion, Control 
and Affection.
Group Member 3:
For group member three the scores in terms of expressed and wanted 
Inclusion, Control and Affection before and after group psychotherapy were as 
follows.
Before Group Psychotherapy:
Inclusion Control Affection
Expressed 3 3 1
Wanted 1 5 4
The group member’s score was low for expressed Inclusion and extremely low 
for wanted Inclusion. The score for expressed Control was low and that for wanted 
Control was moderate. The score for expressed Affection was extremely low while 
that for wanted Affection was moderate.
After Group Psychotherapy:
Inclusion Control Affection
Expressed 2 1 1
Wanted 2 7 3
The expressed and wanted Inclusion scores were both low. The expressed 
Control score was extremely low, while that for wanted control was high. The 
expressed Affection was extremely low and wanted Affection was low.
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Group Member 4:
For group member four the scores in terms of expressed and wanted Inclusion, 
Control and Affection before and after group psychotherapy were as follows.
Before Group Psychotherapy:
Inclusion Control Affection
Expressed 0 2 2
Wanted 1 2 5
This group member had extremely low extremely low expressed and wanted 
Inclusion scores. The expressed and wanted Control scores were low. The expressed 
Affection score was low, while wanted Affection score was moderate.
After Group Psychotherapy:
Inclusion Control Affection
Expressed 2 6 2
Wanted 2 2 4
The expressed and wanted Inclusion scores were low. The expressed Control 
scores were high, while the wanted Control scores were low. The expressed Affection 
score was low and the wanted Affection score was moderate.
Group Member 5:
For group member five the scores in terms of expressed and wanted Inclusion, 
Control and Affection before and after group psychotherapy were as follows.
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Before Group Psychotherapy:
Inclusion Control Affection
Expressed 4 1 1
Wanted 0 4 4
The group member’s score for expressed Inclusion was moderate, while the 
wanted Inclusion score was extremely low. The expressed Control score was 
extremely low, while the wanted Control score was moderate. The score for 
expressed Affection was extremely low, while that for wanted Affection was 
moderate.
After Group Psychotherapy:
Inclusion Control Affection
Expressed 2 6 2
Wanted 2 2 4
The group member’s score for expressed and wanted Inclusion was low, while 
that for expressed Control was high and that for wanted Control was low. The scores 
for expressed Affection as low, while that for wanted Affection was moderate.
Coopersmith’s Self-Esteem Inventory:
The results from the Coopersmith’s Self-Esteem Inventory were as follows for 
the five group members before and after group psychotherapy.
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Group Member 1.
Before Group 
Psychotherapy
After Group Psychotherapy
20 48
According to the norm table (Coopersmith, 1987) a score of 20 lies in the zero 
percentile. The score of 48 is in the twentieth percentile. The difference between the 
score of 28 when divided by the standard deviation of 18.8 is a 1.49 increase in 
standard deviation.
Group Member 2:
Before Group 
Psychotherapy
After Group Psychotherapy
20 80
The norm table (Coopersmith, 1987) shows that the score of 20 lies in the zero 
percentile, while the score of 80 lies in the sixtieth percentile. The difference in the 
scores is 60 when divided by the standard deviation of 18.8 is an increase of 3.2 
standard deviations.
Group Member 3:
Before Group 
Psychotherapy
After Group Psychotherapy
20 20
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The score of 20 lies in the zero percentile. As the difference in the scores is 
zero there is no change before and after group psychotherapy.
Group Member 4:
Before Group 
Psychotherapy
After Group Psychotherapy
24 56
According to the norm table the score of 24 lies in the zero percentile, while 
the score of 56 lies in the twentieth percentile. The difference in the scores is 32 when 
divided by the standard deviation of 18.8 is an increase of 1.7 standard deviations.
Group Member 5:
Before Group 
Psychotherapy
After Group Psychotherapy
44 60
The score of 44 lies on the tenth percentile, while the score of 60 lies on the 
thirtieth percentile. The difference in the scores in 16. When divided by the standard 
deviation of 18.8 is an increase of 0.85 standard deviations.
Interview:
The results of the interview were as follows. For question one (model one), 
‘Do you feel that participating in group psychotherapy could bring about changes in 
yourself or in your life?’ before group psychotherapy or ‘Do you feel that
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participating in group psychotherapy has brought about changes within yourself or in 
your life? ’ after group psychotherapy. There were four group members who stated, 
‘Yes’ both before and after group psychotherapy, while, one group member thought 
that ‘it might’ before group psychotherapy; after group psychotherapy responded that 
there were changes in his life and although was not sure about himself stated that it 
had changed his ‘attitude’ and ‘approach’ towards certain situations.
For question two (model two), ‘What changes do you hope to bring within 
yourself by attending group psychotherapy?’ before group psychotherapy or ‘What 
changes have there been within yourself by attending group psychotherapy? ’ there 
were three group members who hoped to bring about confidence before group 
psychotherapy and three group members who felt that they had gained in confidence 
after group psychotherapy. There was one group member who wanted to be more 
assertive before group psychotherapy and three group members who felt that they had 
become more assertive after group psychotherapy. There were two group members 
who wanted to have more self-esteem or self-respect before group psychotherapy and 
two group members who felt that they had more self-esteem and self-respect after 
group psychotherapy. There were two group members who wanted to face or ally 
their fear through group psychotherapy and one group member who had less fear of 
expressing feelings after group psychotherapy. Themes that emerged before group 
psychotherapy but not after were, trust (two group members), put problem into 
perspective (one group member), improve judgement (one group member) and reduce 
anxiety (one group member). The themes that emerged after group psychotherapy 
but not before group psychotherapy were positive attitude (two group members), 
improvement in decision making (one group member), more risk taking (one group 
member), feeling less sorry for self (one group member), being less hard on self ( one 
group member) and motivation (one group member).
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Model 1.
Before Group Psychotherapy. After Group Psychotherapy.
Q l. Do you feel that participating 
in group psychotherapy could 
bring about changes in yourself
Ql. Do you feel that participating 
in group psychotherapy has 
brought about changes within
and in your life? yourself or in your life?
" Yes Yes '*
It might Yes
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Model 2.
Before Group Psychotherapy.
Q2. What changes do you hope 
to bring about within yourself 
by attending group 
psychotherapy?
After Group Psychotherapy.
Q2. What changes have there 
been within yourself by 
attending group 
psychotherapy?
Confidence Confidence
 ^Assertive Assertive
Self-esteem Self-esteem
Face fears Less fear
Trust
'Pu t
problem
into
perspective
 ^ Improve 
judgement
 ^ Reduce 
anxiety
Positive attitude
MotivationH
Improvement  ^
of decision 
making
Less sorry  ^
for self
More risk  ^
taking
Less hard  ^
on self
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For question three (model 3), ‘What changes do you hope to bring about in 
your life by attending group psychotherapy? ’ before group psychotherapy or ‘What 
changes have there been in your life by attending group psychotherapy? ’ after group 
psychotherapy. Three group members wanted to develop relationships with other 
group members before group psychotherapy and three group members felt that they 
had developed relationships after group psychotherapy. There were two group 
members who wanted to gain control through group psychotherapy and two people 
felt that they had obtained more control after group psychotherapy. One group 
member wanted to be able to handle conflict situations better before group 
psychotherapy, while two group members felt that they were better able to handle 
conflict situations after group psychotherapy. One group member wanted to have 
honest relationships before group psychotherapy and two group members reported 
having honest relationships after group psychotherapy. One group member wanted to 
cope better before group psychotherapy and one group member reported coping better 
after group psychotherapy. Themes that emerged before group psychotherapy but not 
after group psychotherapy were to bring out memories that could not be remembered 
(one group member) and to have life start beginning (one group member). Themes 
that emerged after group psychotherapy but not before were that the group member 
were, to be less cynical about people (one group member), less of a need to justify 
actions (one group member), was letting go of a need to control others (one group 
member), letting go of unwanted luggage (one group member), able to commit (one 
group member), able to re-establish priorities (one group member), more equipped to 
have an operation (one group member) and to organise life a bit better (one group 
member).
For question four (model four), ‘How do you feel about getting along with 
other members o f the group? ’ before group psychotherapy or ‘How did you get along 
with other members o f  the group? ’ after group psychotherapy the themes were the 
following. Before group psychotherapy one person was concerned about meeting a 
person who reminded of another person, three group members felt perceived 
commonality between group members might be helpful, two group members were
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Model 3.
Before Group Psychotherapy. After Group Psychotherapy.
Q3. What changes do you hope 
to bring about in your life 
by attending group 
psychotherapy?
Q3. What changes have there 
been in your life by 
attending group 
psychotherapy?
Develop
relationships
Development of 
relationships
To gain control More control
 ^ To handle Better able to ^
conflict handle conflict
situations situations
1
 ^Honest More honest ^
relationships relationships
To cope better
Have life start 
beginning
 ^ Recall past
Coping better
Less cynical
Less need to 
to justify actions
Less need to 
control
Letting go of
unwanted
luggage
Able to commit
Re-establish
priorities
More able to 
have operation
Organise life 
better
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Model 4.
Before Group Psychotherapy.
Q4. How do you feel about 
getting along with other 
members of the group?
 ^ To handle 
conflict 
situations
After Group Psychotherapy.
Q4. How did you feel about getting 
along with other members of the 
group?
Commonality helpful Commonality
Worrying,
apprehensive
 ^ Nervous
empathy
Got
encouragement
Felt bond
Honest interaction
Felt Trust ^
Felt helpftil
Good
Weary at first ^
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worried or apprehensive of getting along with other group members and one group 
member who was nervous about getting along with other group members. After 
group psychotherapy one group member felt that they had got encouragement, two 
group members felt that there was empathy with the members of the group, three 
group members felt a bond with other group members, two group members felt that 
they had had a honest interaction with the group, three group members felt 
commonality with group members, one group member felt trust, one group member 
felt it helpful, one group member felt good and one person felt weary at first.
For question five (model five), ‘How do you feel about having group 
psychotherapy at your doctor’s surgery? ' before group psychotherapy or ‘How did 
you feel about having group psychotherapy in your doctor’s surgery? ’ after group 
psychotherapy, the themes were the following. One group member felt that it was 
easier both before and after group psychotherapy. The themes before group 
psychotherapy but not after group psychotherapy were, comfortable (one group 
member), excellent (one group member), brilliant (one group member), worry about 
issues of confidentiality (one group member) and worry about seeing someone knovm 
(one group member). The themes after group psychotherapy but not before were, 
happy (two group members), great or fabulous (one group member) and fine (two 
group members).
For question six (model six), ‘How do you feel about sharing your personal 
experiences with the group? ’ before group psychotherapy or ‘How did you feel about 
sharing your personal experiences with the group? ’ after group psychotherapy, the 
themes were the following. Themes that emerged before group psychotherapy but not 
after group psychotherapy were to continue to be helped by talking to people (one 
group member), want to help people by own experience (one group member), feel OK 
(one group member), hard (one group member), commonality with group member 
making things better (two group members), looking forward to it (one group member) 
and problem with recalling something unknown (one group member). Themes that 
emerged after group psychotherapy but not before group psychotherapy were painful
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(two group members), helpful (one group members), better (two group members), 
relief (two group members), great (one group member), rewarding (one group 
member), and difficult (two group members).
For question seven (model seven), ‘What sort o f worries or problems do you 
have about participating in group psychotherapy?' before group psychotherapy or 
‘What sort o f  worries or problems did you have while participating in group 
psychotherapy? ’ after group psychotherapy the themes were the following. There 
were two group members who stated ‘none’ before group psychotherapy and one 
group member who stated ‘none after group psychotherapy. There was one group 
member who felt coping with anger might be a worry or a problem before group 
psychotherapy and one group member who felt the same after group psychotherapy. 
The themes that emerged before group psychotherapy but not after group 
psychotherapy were to dislike someone and to not be able to relate to them (one group 
member), to be able to communicate (one group member) and to be able to trust (one 
group member). The themes that emerged after group psychotherapy, but not before, 
were the pain of listening to other people (one group member), anger and hurt on 
behalf of other group members (one group member), fear of coming out more 
wounded than before (one group member), having an operation (one group member), 
fear that what was communicated to other group members might not be important 
(one group member) and being exposed (one group member).
For question eight (model eight), ‘Do you have any other comments about the 
group or group psychotherapy? ’ asked before and also after group psychotherapy the 
themes that came were as follows. The themes that emerged before group 
psychotherapy were ‘none’ (two group members), ‘expect highs and lows’ (one group 
member), ‘looking forward to it’ (one group member) and to ftinction on an adult 
level (one group member). Themes that emerged after group psychotherapy were that 
the ‘group psychotherapy ought to have been for longer’ (two group members), 
‘excellent resource to have’ (one group member), ‘worthwhile experience’ (one group
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member), ‘size of group right for time allocated’ (one group member) and ‘more 
structure so that everyone might be able to contribute’ (one group member).
Model 5.
Before Group Psychotherapy.
Q5. How do you feel about 
having group psychotherapy 
at your doctor’s surgery?
After Group Psychotherapy.
Q5. How did you feel about 
having group psychotherapy 
your doctor’s surgery?
EasierEasier
Comfortable
Excellent
Apprehensive
I  ^ B rillia^
Worry of issues 
related to 
confidentiality
Worry about 
seeing 
someone 
known
Happy
Great
Fine
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Model 6.
Before Group Psychotherapy.
Q6. How do you feel about 
sharing your personal 
experiences with the 
group?
After Group Psychotherapy.
Q6. How did you feel about 
sharing your personal 
experiences with the 
group?
Continue to 
be helped by 
talking
Want to help 
people by own 
experience
Feel OK
I ' Hard
Commonality with grouf 
group members 
making things better
 ^ Looking 
forward to it
Problem
recalling
something
unknown
Painful
Helpful
Better
Relief
Great
Rewarding
Difficult
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M o d el 7.
Before Group Psychotherapy.
Q7. What sort of worries 
or problems do you 
have about participating 
in group psychotherapy?
After Group Psychotherapy.
Q7. What sort of worries or problems 
did you have while participating 
in group psychotherapy?
None None
To dislike a 
group member 
and not being 
able to relate to 
them
 ^ Coping with 
anger
Coping with 
anger
To be able to 
communicate
To be able to
Painful
Anger and hurt ^
Fear of coming 
out more wounded 
than before
Having an 
operation
Communicating 
what is not 
important______
Being exposed
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Model 8.
Before Group Psychotherapy.
Q8. Do you have any other 
comment about the group or 
group psychotherapy?
None
 ^ Expect highs 
and lows
 ^ Looking 
forward to it
Function on an 
adult level
After Group Psychotherapy.
Q8. Do you have any other 
comments about the group 
or group psychotherapy?
Group ought to have 
been for longer
Excellent
resource
Worth while 
experience
Size of group 
appropriate
More structure 
so that all 
group members 
can contribute
T
117
Discussion:
The original criteria for referral to psychodynamic group psychotherapy was 
that of relationship problems. However, four of the five group members had been 
sexually abused as children. It seems that there was a mismatch between the original 
referral to group psychotherapy and the inherent problem of sexual abuse.
The interpersonal behaviour of each of the five group members as measured 
by the FIRO-B did not show any changes for expressed or wanted Inclusion either 
before or after group psychotherapy. Furthermore, these scores were low for four of 
the five group members. This meant that most of the group members were 
uncomfortable in social settings, would avoid contact with people and were selective 
of people they interacted with before and after group psychotherapy. Similarly, the 
Control measure did not show any significant changes. The majority of group 
members had low expressed and wanted Control scores before and after group 
psychotherapy implying that they did not like making decisions or taking 
responsibility. The scores for the Affection measure show that while all of the group 
members were careful of forming close relationships with other people they were 
however wanting a moderate degree of intimacy with other people both before and 
after group psychotherapy. There could be several reasons for this finding. Firstly, 
that the time duration of the group psychotherapy was not sufficient for any change to 
occur. Alternatively, that the group psychotherapy did not focus on interpersonal 
behaviour but on issues relating to sexual abuse of the group members.
The self-esteem scores as measured by the Coopersmith’s Self-Esteem 
Inventory showed that four of the five group members had a significant increase in 
self-esteem after attending group psychotherapy. Three of the four had an increase of 
twenty percentiles after group psychotherapy. The forth group member had a increase 
of sixty percentiles after group psychotherapy. The fifth group member did not have a 
change in score before and after group psychotherapy. There have been similar
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reports of increase in self-esteem after group psychotherapy in other studies (Hazzard, 
Rogers and Angert, 1993; Carver, Stalker and Stewart, 1989).
The interview measures show that all of the group members felt that there had 
been changes in themselves and in their lives by attending group psychotherapy. 
Most of these changes appear to be of a positive nature. The changes within 
themselves that the participants of group psychotherapy wanted to achieve and had 
achieved were confidence, assertiveness, self-esteem, being able to reduce fears and to 
improve decision making. It seems here that their expectations from group 
psychotherapy in relation to achieving these goals had been met.
It seems that there were quite a few themes that met the expectations of group 
psychotherapy as far as changes in their life were concerned. These themes were that 
of developing relationships, gaining more control, being better able to handle conflict 
situations, having more honest relationships and coping better. It is interesting to note 
that while there was a reported positive change in interpersonal relations by the group 
members there were no significant changes measured by the FIRO-B. It is likely that 
the FIRO-B was not a sensitive tool for measuring changes in the group members in 
terms of interpersonal behaviour.
The themes for changes to the group members with respect to themselves or in 
their life all seem to be positive in nature. There were some changes that were 
mentioned before group psychotherapy but not after group psychotherapy. There 
were also certain themes that came after group psychotherapy had taken place. These 
were not of high frequency and were reported by only one or two group members.
The group members appeared to be quite apprehensive about getting along 
with the rest of the group before beginning group psychotherapy. However, they 
seemed to have quite positive experiences with each other. The perceived 
commonality was a theme that came up both before and after group psychotherapy. 
This has been seen to he one of the curative factors of group psychotherapy among
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other researchers (Yalom, 1975). Jehu (1988) has commented that the relationship 
between the client and therapist should be one that is characterised by feelings of 
trust, empathy, understanding and support. These characteristics of the therapeutic 
relationship seem to be one that the group members obtained from relating to each 
other.
The group members seemed to have mixed feelings about sharing their 
experiences with other group members before group psychotherapy from feeling 
unpertuhed to feeling that it might be hard. After group psychotherapy the group 
members felt that it had been difficult or painful but that it was also a relief and 
rewarding after they had shared with the rest of the group. This reaction is similar to 
that seen in clients who experience their therapist’s response as being positive 
(Josephson and Fong-Beyette, 1987).
The group members seemed to be happy with being able to have group 
psychotherapy at their doctor’s practice. This perception remained unchanged after 
going through group psychotherapy.
The worries or problems that the group members thought they might have 
were varied. They included themes of being able to trust, communicate, being unable 
to cope with another group member or being able to cope with anger. These themes 
were similar to themes after group psychotherapy with additional themes such as the 
pain of listening to other people or feeling anger and hurt for a group member.
General comments of the group members were that some members felt that the 
group should have gone on for longer. It might be worth considering an open group 
where members can work at their own pace and can drop out when they feel ready to 
do so.
The outcome of the psychodynamic group psychotherapy might perhaps have 
been measured using a control group comprising of survivors of childhood sexual
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abuse who were not receiving psychotherapy so as to rule out any relevant extraneous 
variables. The sample taken for this study was quite small. However, as it was the 
first short-term group the sample could not be large. This meant that the data 
collected would have had to have been more in-depth. For instance, it might have 
been useful to have had an unstructured interview. The study did not have any inter­
rater reliability as far as the interview was considered which is also a limitation of this 
study. Therefore, it might he more appropriate to view this piece of research as a pilot 
study.
Conclusion:
This study on the outcome of short-term psychodynamic group psychotherapy 
showed a number of findings. Firstly, that there was a significant increase in self­
esteem as measured by the Coopersmith’s Self-Esteem Inventory after attending 
group psychotherapy. There were also reported increases in confidence, assertiveness, 
self-esteem, development of relationships, control and the ability to handle conflict 
situations better. However, the FIRO-B did not show any significant changes after 
group psychotherapy. The results indicate that group psychotherapy has a number of 
positive outcomes and would be a useful therapeutic facility in a primary health care 
setting for individuals with relationship problems or for adult survivors of childhood 
sexual abuse.
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Anorexia and Bulimia in Males; Comparing Psychoanalytic and Feminist
Viewpoints
Abstract:
Objective: The aim of this literature review is to determine the usefulness of existing 
psychoanalytic and feminist-culturalist models of eating disorders in relation to men 
with anorexia nervosa and bulimia. Method: The literature review made use of 
existing articles on psychoanalytic and feminist-culturalist models of eating disorders 
and the literature on anorexia nervosa and bulimia in men. The two psychoanalytic 
models of eating disorders focused on were the structural and the object relations 
perspective. The literature search was conducted using PSYCHLIT as a major source 
of obtaining references. Results: The feminist-culturalist model has focused primary 
on socio-cultural influences on eating disorders, while the psychoanalytic models 
have emphasised intra-psychical processes. Both psychoanalytic and feminist- 
culturalist models have highlighted the role of the mother-daughter relationship in the 
development of eating disorders. The presence of the father in the possible aetiology 
of eating disorders has been missing. Discussion: It is concluded that present day 
socio-cultural influences and constructions of masculinity and also intra-psychic 
processes are crucial to the development of an explanatory and therapeutically useful 
model of eating disorders in men.
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Introduction:
The occurrence of anorexia and bulimia in men has been increasingly 
documented over the last decade. Until recently, the psychopathology of eating 
disorders has been considered to be exclusively female in nature. This is in spite of 
the fact that cases of males with eating disorders were described by authors as early as 
the later part of the seventeenth century (Morton, 1694). The female exclusivity of 
eating disorders can be seen in the earlier diagnostic criteria that characterised 
amenorrhea as essential for the diagnosis of anorexia nervosa (Kidd and Wood, 1966). 
Current diagnostic criteria do not require the existence of amenorrhea, which implies 
that men can be diagnosed with eating disorders (American Psychiatric Association, 
1994). With the growing awareness of eating disorders in men (Carlat and Camargo, 
1991) it seems appropriate to look at existing models of anorexia and bulimia in order 
to determine their relevance to men. Two models that have been useful in describing 
the manifestation of eating disorders among women have been the psychoanalytic 
model and a specific form of the feminist perspective, namely, the feminist-culturalist 
model of eating disorders. The first model emphasises intra-psychical representations, 
while the latter critically analyses the subordination and oppression of women in a 
patriarchal cultural context. It therefore necessitates a focus on socio-cultural 
processes and power relations. The purpose of this article is to look at psychoanalytic 
and feminist-culturalist models of eating disorders and see how appropriate they are in 
describing the manifestation of eating disorders in men.
Men with Anorexia and Bulimia:
The occurrence of diagnosed cases of anorexia nervosa in men has been as low 
as 1% (Crisp, Bums and Bhat, 1986) but most estimates have ranged between 5% to 
10% (Barry and Lippman, 1990) among the clinical population. The prevalence of 
bulimia in men for clinically based samples has been estimated at 6% (Carlat and 
Camargo, 1991). However, higher rates of prevalence (10%-15%) have been reported
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in community based samples (Carlat and Camargo, 1991). These findings appear to 
support the possibility that males with eating disorders are either less likely to seek 
treatment for their condition or are less likely to be diagnosed with eating disorders, 
perhaps because of the criterion of amenorrhea (only recently excised) and the 
predominance of women with the disorder.
The mean age of onset of anorexia nervosa is approximately 17 years for both 
men and women (Crisp et al., 1986). Where there have been gender differences in the 
age of onset they have not been found to be significant (Sharp, Clark, Dunan, 
Blackwood and Shapiro, 1994). Carlat and Camargo (1991) in their review of the 
literature on bulimia found that the average age of onset of bulimia for women ranged 
from 15 to 18 whereas, for men the range was 18 to 26 years of age. While the mean 
age of onset for bulimia has been thought to higher for men than for women, the 
difference has not been found to be statistically significant (Schneider and Agras,
1987).
The occurrence of anorexia and bulimia appears to be similar for both sexes in 
terms of socio-economic status. Like their female counterparts men with anorexia 
nervosa and bulimia appear to come from higher socio-economic classes (Crisp et al., 
1986; Margo, 1987; Mitchell and Goff, 1984) but as with females it also appears to be 
growing among lower socio-economic groups.
The symptomatology of anorexia and bulimia is similar in men and women. 
Both genders have a preoccupation with weight and panic at the prospect of weight 
gain (Crisp et al., 1986). A certain amount of evidence shows that females tend to 
abuse laxatives to a greater extent than males (Crisp et al., 1986; Schneider and Agras, 
1987; Sharp et al., 1994). However, this has not always been the case. For instance, 
Oyebode, Boodhoo and Schapira (1988) found no difference in laxative abuse 
between male and female anorexics. Men are more inclined to exercise obsessively 
and take part in athletic pursuits than their female counterparts (Margo, 1987; 
Oyebode et al., 1988). Males are also reported to be premorbidly obese than women
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(Crisp and Toms, 1972 ). Bingeing and vomiting have been found to be more 
common among men with eating disorders that in women (Oyebode et ah, 1988) but 
these results are not consistent for vomiting, with some reports of greater frequency 
among females (Schneider and Agras, 1987). The context in which bingeing takes 
place appears to be different for men and women. Bulimic men are more likely to 
binge in a public place and eat larger quantities of food than women (Schneider and 
Agras, 1987). The greater frequency of bingeing in public places could be due to 
socio-cultural factors in that men engage in other forms of public bingeing such as 
alcohol more commonly than women.
There has been research linking homosexuality and bisexuality to anorexia and 
bulimia in males. For instance, Herzog, Norman, Gordon and Pepose (1984) found 
that males with anorexia and bulimia were significantly more likely than a control 
group of females to report being homosexual. However, the authors gave no clear 
definition of homosexuality. Schneider and Agras (1987) reported that while none of 
their fifteen female bulimics were homosexual or bisexual, eight (53%) of their fifteen 
male bulimics were either homosexual or bisexual. It appears that for men 
homosexuality or bisexuality may be a risk factor in the development of an eating 
disorder. However, findings have not always been significant or conclusive. For 
instance. Bums and Crisp (1984) found that none of their male anorexics were 
involved in a homosexual relationship. Fichter and Daser (1987) found only five out 
of twenty male anorexic patients had experienced a homosexual contact where three 
of the cases included intercourse. Among them three men viewed their experience as 
negative, one of them viewed this with indifference while only one viewed this as a 
positive experience. It is possible that if homosexuality is measured in terms of same- 
sex sexual activity rather than sexual identity, a misleading picture emerges of the link 
between homosexuality and eating disorders because same sex sexual activity is more 
common than the adoption of a gay or lesbian identity.
The family history of male and female anorexics and bulimics indicate a 
certain amount of psychopathology. Approximately 25% of male and female
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anorexies had one or both parents who had suffered from mental illness such as 
depressive disorder, alcoholism and agoraphobia (Crisp et al., 1986). Parents of both 
male and female anorexics have been seen to be anorexic, bulimic or of low weight.
Finally, the outcome of anorexia and bulimia among men in comparison to 
women has been found to be similar (Crisp et al., 1986).
Psychoanalytic Models of Eating Disorders:
Psychoanalytic theories of eating disorders emphasise the psychic 
representations of an individual. The act of eating is considered to lie outside the 
realm of psychological conflict because id and ego energies are thought to function in 
harmony towards the survival of the individual. Eating disorders are thought to arise 
from organic dysfunction, instinctual difficulties or neurotic states (Freud, 1946). The 
latter two reasons are thought to be relevant to the psychoanalytic model.
According to Anna Freud (1946) the satisfaction of the hunger instinct is one 
of the primary forms of instinctual gratification which creates pleasure in the infant. 
However, if the capacity for pleasure is not present through eating then there are likely 
to be eating problems. Such pleasure is thought to be dependent on adequate 
fulfilment of bodily requirements and the manner in which the food is given. Here, 
the importance of the role of the mother or the primary care giver is stressed by 
psychoanalysts such as Winnicott (1965) and Anna Freud (1946). If the feeding 
schedule is too rigid it is thought to leave little room for individual oscillations. If the 
feeding is inconsistent with the infant’s needs such as offering the wrong types of 
food, then too the instinctual pleasure associated with eating is likely to be replaced 
with negative experiences. This in turn is thought to affect the infant’s attitude 
towards food. This view takes into account the more cultural components that are 
focal in the feminist view of eating disorders, although cultural issues are treated 
differently in that domain.
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The aetiology of anorexia and bulimia from a psychoanalytic viewpoint has 
been discussed from two major perspectives. The first and more contemporary view 
is the object relations view (Mahler, 1968; Sugarman and Kurash, 1981) that describes 
anorexia nervosa and bulimia as arising due to difficulties in separation from the 
mother or caregiver in the primary ego phase. The conflicts and difficulties arising 
from this phase are thought to emphasise oral concerns and in turn the occurrence of 
eating disorders at a later date. In infant development, initially there is believed to be 
no difference between self and object, that is, mother and food are both perceived as 
part of oneself. At the next stage it is thought that the infant can separate itself from 
the object but not object from object, that is mother and food are both seen as one. It 
is not until the second year of life that the infant is believed to separate mother from 
food. This is called the stage of ego (identity) formation. It is achieved, firstly, 
through the process of separation-individuation where there is separation from the 
primary care giver (who usually is the mother) and a development of a sense of self; 
and secondly, through the process of gender-based self-modelling where the child 
models itself on the same sex parent. The final milestone in this process is said to 
occur when the child becomes aware of sexual feelings for the opposite sex parent.
It is believed that separation difficulties are more common for girls firstly, 
because the gender-based self-modelling requires identification with her mother, from 
whom she is also trying to separate. Secondly, there is a feeling of rivalry with the 
mother, whom she is still dependent upon, following awareness of sexual feelings 
towards the father. Being like her mother would mean less individuation and in turn 
less ego growth while gaining separation from her is said to lead to a loss of 
femininity as modelled by her (Tabin and Tabin, 1988).
Males are thought to be at lower risk of separation difficulties as gender-based 
self-modelling means that they move towards identifying with their fathers and that in 
turn is said to enhance separation from their mothers. Women who are susceptible to 
eating disorders are thought to come from close-knit families. Here, the closeness 
with the mother makes separation from her more difficult. The girl’s closeness with
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her father is thought to heighten the knowledge of sexual feelings. However, these 
feelings are repressed due to guilt from being close to her mother and in turn impede 
ego formation (Tabin and Tabin, 1988).
From this perspective the binge-purge cycle in the bulimia symbolically 
characterises introj ection-proj ection struggle in early infancy with the mother, where 
the mother is both accepted and then eradicated (Bendfeldt-Zachrisson, 1992; 
Schwartz, 1988). For the anorexic food represents a rejection of the mother.
Such a model appears to explain the higher prevalence of eating disorders 
among women but does not explain the presence of eating disorders among men. 
Tabin and Tabin (1988) explain the development of eating disorders among men as 
occurring in families where there is a weak father and strong domineering mother. 
The influence of a strong mother is thought to heighten sexual attraction which in turn 
reduces individuation and ego formation. The lack of an influence from the father is 
thought to reduce the amount of self-modelling which in turn also reduces gender 
identity and ego formation. The implication of this is that when women claim power 
in the family and subvert patriarchy, damage is inflicted upon sons.
There has not been a substantial amount of research testing out the hypothesis 
that men with eating disorders have strong mothers and weak fathers. A study by 
Fitcher and Daser (1987) showed that out of 36 cases of men with primary or atypical 
anorexia, 33% of their fathers had died or had lived separately from them during 
childhood and adolescence. This percent was statistically significant when compared 
with female anorexics and was twice the rate when compared to a community sample 
of adolescent and adult males (Fitcher and Daser, 1987). They also reported their 
relationship with their mothers as being ‘close’ and ‘intimate’.
The model of eating disorders that emphasises separation problems raises a 
few questions. It presupposes that children from most families grow up with both 
their parents, while the rates of divorce indicate otherwise. Also that the mother is the
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primary caregiver, which may not be the case across cultures. According, to feminist 
writers, the lack of socio-cultural emphasis in the aetiology of eating disorders has 
been the weakness of the psychoanalytic approach to the topic.
As stated earlier the influence of a strong mother and an absent father, said to 
be relevant for men with eating disorders, is also likely to cause gender identity 
problems. Therefore, it might be hypothesised that males with eating disorders are 
more likely to have gender identity problems. There has been some research which 
has supported these findings. Fichter and Daser (1987) found that out of the twenty 
male anorexic patients they had interviewed, 85% reported that they were ‘anything 
but a dare devil’ and 65% reported as having preferred sewing, cooking and playing 
with dolls during their childhood. However, the question is raised as to whether any 
of the above activities adhere strictly to female gender identity of the present cultural 
context.
As issues relating to autonomy, sex and eating are intertwined during the 
primary ego phase it might also be speculated that individuals with eating disorders 
are likely to manifest sexual and autonomy related problems. The literature on 
women with eating disorders supports this. Women with anorexia and bulimia have 
had sexual difficulties (Boskind-Lodahl, 1976) and also problems relating to a sense 
of autonomy (Gordon, 1990). Men with anorexia have been found to have sexual 
anxieties with reference to both homosexual as well as heterosexual behaviour 
(Fitcher and Daser, 1987).
An alternative aetiology of anorexia and bulimia from a psychoanalytical 
perspective is the structural viewpoint. This viewpoint was more common in the 
forties and fifties but is still fairly popular (Bruch, 1986). This sees eating disorders 
as a symptom of the developmental stages with special importance granted to the oral 
and genital stage where there is a merging of recent oral incorporative mechanisms 
with active oedipal-genital wishes. The structural viewpoint emphasises the symbolic 
and narcissistic conflicts in the developmental stages. Freud (1925, 1931) felt that a
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girl’s narcissism is damaged upon discovery of not having a phallic organ. The 
unconscious fantasy life of the girl and of significant others is thought to determine 
her future relationship with her own body. In the unconscious fantasy of the girl, food 
is thought to represent the paternal phallus, consumption which undoes castration and 
conceives the oedipal baby (Freud, 1905). The mouth is seen as a symbol for other 
apertures in the body such as the vagina and the anus. The act of vomiting in bulimia 
symbolically rejects and restores the consumed baby. In anorexia the act of 
withdrawal from eating is thought to alleviate the guilt of conception (Schwartz,
1988). However, this model of oral impregnation is unable to account for the 
presence of eating disorders among men.
Feminist Model of Eating Disorders:
The feminist perspective on eating disorders focused on here is the feminist- 
culturalist perspective. This perspective stresses the significance of socio-cultural 
pressures faced by women in the development of eating disorders (Bendfeldt- 
Zachrisson, 1992). Feminist-culturalists have argued against psychoanalytical 
explanations of psychopathology, especially those of Freud as being phallocentric and 
patriarchal in orientation. They support the view that eating disorders like other 
pathologies have a strong socio-cultural aetiology.
Feminist-culturalists such as Orbach (1993) state that the social climate since 
the sixties in America and Europe has been one of consumerism brought about after 
the Second World War. According to Orbach (1993), the consumer society has made 
use of women’s bodies to perform the function of humanising commodities and also 
presents women as the ultimate commodity. She also contends that the bodies of 
women used to sell commodities have become slimmer since the sixties. In the words 
of Chemin (1981) the ‘tyranny of slenderness’ is used to describe the socio-cultural 
pressure on women to be thin. This is thought to create body-image problems for 
women. There has been research to indicate that even in the general population
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women are more dissatisfied with their present body shape than men. They were also 
likely to believe that men would prefer women to be thinner than men’s actual 
preferences suggested, whereas men believed that women preferred men who were 
heavier than was actually indicated by women (Fallon and Rozin, 1985).
Furthermore, the transformation of social roles during the latter half of this 
century is also believed to contribute to the development of eating disorders. It is 
thought that during the Second World War women who went out to work were praised 
for their efforts but when men returned from the war they were given a different 
message. Motherhood was glorified and women were encouraged to be home makers 
(Orbach, 1986). Orbach (1986) stated that this glorification of the role of the mother 
could also be seen in psychoanalytic literature with the emergence of the importance 
of the mother in influencing the mental health of children. The changing role of 
women in the last thirty years has been thought to have led to the increase in anorexia 
and bulimia in America and Europe (Crisp, Palmer and Lacey, 1976; Gordon, 1990).
Feminists such as Mitchell (1973) and Orbach (1986) recognise the family and 
especially the relation with the mother as being the main source from which children 
leam social roles and gender appropriate behaviour. In the cultural context of the 
sixties in America and Europe women were thought to be frustrated for having to give 
up their new found independence and were also ambivalent towards their social role. 
Their ambivalence is thought to be passed on to their female offspring but not their 
male children. According to Orbach (1986) the reason for this is that mothers have 
the task of preparing their daughters for the stereotyped subordinate role that they 
themselves have occupied. This role has been said to involve predicting and 
satisfying the needs of others, submitting to others and gaining an identity through 
association with another (Gilligan, 1982; Orbach, 1986) the result of which is to not 
acknowledge her own needs while seeking the approval of others.
It might be speculated that if ambivalent gender roles are the cause of anorexia 
and bulimia in females it might also be the case for men. A study by Cantrell and
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Ellis (1991) observed the relationship between gender roles and risk patterns for 
eating disorders among men and women. They found that for both men and women 
the risk of an eating disorder, as measured by the Eating Disorders Inventory, was 
greatest when they had a masculine gender role. Cantrell and Ellis (1991) have 
interpreted this in relation to women, as the greater social pressure for women with a 
masculine gender role to conform to stereotypical feminine roles in society. They also 
point out that for men, having a masculine gender role could put them at greater risk 
because of the greater emphasis by the media given to male body image in modem 
society. In a similar vein it might also be hypothesised that the risk of eating 
disorders among homosexual men could also be due to the importance of body image 
stressed within this group (Heffeman, 1994).
One distinct flaw in Orbach’s theory is the exclusion or the lack of emphasis 
on the role of the father in the manifestation of eating disorders. As Hep worth and 
Griffin (1995) have pointed out that this is particularly important with the emergence 
of numerous studies linking eating disorders to childhood sexual abuse.
Boskind-Lodahl (1976) has made an attempt to incorporate the role of the 
father in her feminist-culturalist model of anorexia and bulimia. Woman with eating 
disorders are seen to have a powerless but controlling mother with a hero-like father. 
The father is described as someone with whom the daughter strongly identifies but 
who is fairly distant from the family. He is also thought to lay an emphasis on 
feminine behaviour and appearance. Parents and significant others are thought to 
pressurise the girl to conform to gender roles. For girls, characteristics such as 
independence and assertiveness are thought to be discouraged. The girl in turn is 
thought to leam to change her behaviour and self-perception so that they are similar to 
those of others. She is perceived to have low self-esteem and a need to be validated 
by men, making it difficult for her to socialise with men. A perceived or real rejection 
from males during adolescence is thought to precipitate the preoccupation with 
appearance and body, which in turn leads to dieting. When dieting does not achieve 
the sought after reward, that is, male attention, it is thought to led to anorexia and
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bulimia and also to intensified feelings of inadequacy and a fear of being rejected 
again (Boskind-Lodahl, 1976). The process that makes some girls to move on to 
anorexia and others to bulimia remains unclear.
In relation to men with eating disorders the feminist-culturalist theorists have 
made little attempt to explain the aetiology of eating disorders in men. Since, this 
theory emphasises the cultural pressure to be thin, it might be speculated that eating 
disorders in men are more likely among men belonging to subcultures that also 
emphasise this imperative. Research on men with eating disorders has shown this to 
be true. For instance, men with eating disorders are more likely to have occupations 
where weight or body image is important such as, dancers, jockeys and entertainers 
(Anderson, 1986). Also the literature drawing attention to the premorbid obesity in 
men might indicate that pressure from society at being overweight might have 
contributed to the disorder (Schneider and Agras, 1987; Carlat and Camargo, 1991).
The feminist-culturalist view of eating disorders fails to take into account the 
intra-psychic mother, that is, the mother in a child’s fantasy. The later might explain 
why only some women in a particular culture have eating disorders when all of them 
have been exposed to cultural influences (Young-Bruehl, 1993).
Men with Eating Disorders: Integration of Psychoanalytic and Feminist Models.
The aetiology of eating disorders as explained by both feminist and 
psychoanalytic models appears to be largely female oriented, in that both the source 
and object of the eating disorder is female. While feminist-culturalists such as Orbach 
(1986) have argued against the mother being the primary cause of mental illness they 
also emphasise the mother as being the primary source of her daughter’s feelings of 
inadequacy and lack of autonomy that in turn shape the development of eating 
disorders. The difference is that they see societal factors involving the degradation of 
women as causing mothers to behave inconsistently towards their daughters, while
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psychoanalysis has lost its emphasis on the role of the father and men (Freud, 1905) 
and has turned it’s attention towards the mother, especially the mother-infant 
relationship (Winnicott, 1965). Thereby, both theories lay emphasis on the role of the 
mother in determining adult mental health while neglecting the role of the father. As 
Horrocks (1994) has pointed out the infant’s relation with it’s mother and father is a 
highly complex one. This being the case the psychoanalytic view of eating disorders 
from an object relations perspective emphasising the separation-individuation 
struggles exclusively with the mother may not hold true for men with eating disorders. 
It might be hypothesised that for males with eating disorders there could in fact be 
separation-individuation struggles against masculine gender identity as portrayed by 
their fathers. The therapeutic implications of this are that fantasies and unconscious 
material which are related to such themes among men with eating disorders would 
have to be brought to awareness, in a non-confrontive way, before being worked 
through.
The structural viewpoint in psychoanalytic literature that emphasises the role 
of oral impregnation is not particularly relevant to men with eating disorders. 
However, the intra-psychic processes proposed by the psychoanalytic model which 
take into account unconscious processes, fantasies and instinctual drives are 
important.
While the feminist-culturalist perspective of eating disorders emphasises the 
socio-cultural context of women in society it appears that for men with eating 
disorders it might be equally appropriate for the psychotherapist to be aware of 
constructions of masculinity in today’s society. Horrocks (1994) has observed that 
with the rise of feminism in the sixties being a man has become a threatening and 
isolated position. In his role as a psychotherapist he has observed that men commonly 
experience feelings of anger, dejection and being unacknowledged by today’s society. 
Feminists have stated that an important factor in the treatment of eating disorders in 
women is in helping them to establish an equilibrium between the need to be feminine 
and also to be independent and efficient (Boskind-White and White, 1986). For men
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it is hypothesised that psychotherapy should move towards helping men with eating 
disorders to feel comfortable with their masculine as well as their feminine 
characteristics.
While psychoanalysts have depicted anorexia nervosa in women as a rejection 
of femininity, feminists argue that such women in fact strive to preserve the ideal of 
femininity (Boskind-Lodahl, 1976). That is, they adhere to their role of an 
accommodating, dependent woman who is a wife and a mother. Orbach (1986) 
argues that the view of a woman refusing to be an adult serves to infantilize women 
and to delegitimise their symptoms. Anorexia and bulimia in men could be a form of 
rejection of the stereotypical image of man as being competitive, independent and 
aggressive.
There has been a great deal of hostility by feminists to psychoanalytic 
literature (Young-Bruehl, 1993) but a model that can take into account intra- 
psychical processes as well as the socio-cultural context within which 
psychopathology occurs would have greater explanatory power and potentially greater 
therapeutic usefulness.
It is therefore suggested that a psychotherapeutic model of eating disorders 
among men should include the psychoanalytic and cultural perspectives. Where 
socio-cultural and caregiver influences are mediated through intra-psychic processes 
as well as needs and motives to lead to the development of eating disorders. The 
object relations view of separation-individuation difficulties perhaps with both the 
mother and the father or other caregivers need to be included. However, the 
psychoanalytic perspective in relation to oral impregnation might have to be 
reformulated. The feminist-culturalist view of eating disorders is limited in it’s 
therapeutic application to men. What is called for is a feminist-cum-masculine- 
culturalist view that takes into account the social construction of masculinity in its 
past and present context. To summarise, a model that can take into account caregiver 
influences, intra-psychical processes, instincts and drives along with the socio-cultural
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context within which psychopathology occurs would have greater explanatory power 
and potentially greater therapeutic usefulness.
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CHAPTER THIRTEEN.
144
Planned and Premature Termination of Psychological Therapy with Individual
Clients.
Abstract:
The aim of this study was, firstly, to determine the nature of planned and 
premature termination. Secondly, to determine the outcome of premature termination. 
Thirdly, to determine whether there is a relationship between the importance attached 
to planned termination by counselling psychologists and the nature of planned and 
premature termination and the outcome of premature termination. A semi-structured 
questionnaire was completed by fifty-five counselling psychologists. The data 
obtained from the questionnaire was analysed using both quantitative and qualitative 
methods of analysis. The results of the study indicated that counselling psychologists 
were most likely to address the issue of termination in the final phase of psychological 
therapy. Most counselling psychologists stated that they reviewed therapeutic work in 
the final phase of psychological therapy. Counselling psychologists who placed 
importance on termination issues were significantly more likely to address the issue of 
termination in the beginning phase of psychological therapy. Counselling 
psychologists reported that the most common reaction in clients they had had to 
prematurely terminate with was that of emotional distress. They also reported that 
being in a real relationship with clients as being most helpful for them during 
premature termination along with clarity and control related issues.
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Introduction:
Prior to 1950 only two papers had been published on the issue of termination 
in psychoanalytic literature (Reich, 1950) namely, by Ferenczi in 1927 (Ferenczi, 
1955) and Freud in 1937 (Freud, 1964). In his paper ‘Analysis Terminable and 
Interminable’ Freud (Freud, 1964) stated what he saw as the beneficial outcome of 
setting a fixed termination date with one of this clients, who has come to be known as 
‘Wolfman’ in psychoanalytic literature, when he felt that therapy was unproductive. 
He reported that setting a fixed termination date corresponded with the client being 
most productive in therapy. So much so, that it led him to conclude that changes in 
the client were both ‘radical and permanent’. However, Wolfman did go back into 
therapy with Dr Ruth Mack Brunswick, who reported that Wolfman had a strong 
negative transference pertaining to terminating with Freud that had not been worked 
through (Brunswick, 1948). Freud’s perceived success of the effects of setting a fixed 
termination date with Wolfinan led him to set a fixed termination date with 
subsequent clients (Freud, 1964). According to him once a termination date had been 
set it could not be extended or else the client would loose faith in the therapist. The 
setting of a fixed termination date was also advocated by Rank (Ferenczi and Rank, 
1923 as cited in Novey, 1983). However, the subsequent report of Wolfman by Dr 
Ruth Mack Brunswick (Brunswick, 1948) calls to question the appropriateness of the 
therapist setting a fixed termination date for the client when he or she is not seen as 
making progress in psychological therapy. In contrast to Freud, Ferenczi (1955) 
recommended that therapy should not have a fixed termination date.
Termination issues are now recognised as being important among therapeutic 
practitioners. Yalom (1975) stated that termination was an ‘integral part of the 
process of therapy and if properly understood and managed, may be an important 
factor in the instigation of change’. Yet little research has been conducted on the 
nature of termination. Hiatt (1965) suggested that the lack of research in this area is 
likely to result from the therapist’s denial and avoidance of issues surrounding 
termination such as rejection, abandonment and loss. There are currently very
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dissimilar views as to how to manage termination effectively. Some therapists feel 
that it is helpful to wean clients from therapy by increasing the interval between 
sessions (Buxbaum, 1950; Pedder, 1988). This technique is similar to the behavioural 
technique of fading (Kramer, 1990). Jung (Kramer, 1990) is thought to have had 
short breaks in treatment with his clients at every ten weeks, so that they were in 
touch with the world outside of therapy. Other practitioners have held the view that 
there should not be any changes made to the manner in which therapy is carried out 
during termination (Dewald, 1982; Glover, 1955).
The question of who ought to terminate therapy, that is, the client or the 
therapist is another issue that has mixed viewpoints. Glover (1955) was of the view 
that the therapist ought to decide on the termination date. While Ticho (1972) was of 
the opinion that the decision to terminate belonged to the client. Similarly, from the 
humanistic perspective put forth by Rogers, the client is thought to determine if and 
when he or she wishes to terminate, though the therapist can be aware of and reflect 
these out of awareness feelings to the client (Kramer, 1990). Greenson (1966) felt 
that the decision to terminate ought to be mutually agreed upon by the therapist and 
client. While, Kramer (1990) is of the opinion that termination initiated by the client 
and supported by the therapist is the ideal model of termination.
In terms of the criteria for termination of therapy, Freud (1964) felt that 
analysis could never be complete and that in a majority of cases the psychological 
difficulties experienced by the clients were likely to resurface at a later point in time. 
The termination of therapy that is, the cessation of therapeutic interaction between 
therapist and the client, was thought to occur following the fulfilment of two 
criteria’s. Firstly, when the client stopped exhibiting symptoms. Secondly, when the 
therapist felt that as much unconscious material had been brought into consciousness 
and resistance overcome, that there was no likelihood of the reoccurrence of 
pathological processes (Freud, 1964). That is, termination was seen as appropriate 
when the likelihood of further change was minimal. Ferenczi (1955) on the other 
hand felt that the completion of therapy was possible and that termination would
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occur naturally when there were no longer issues to be worked through. According to 
Glover (1955) the resolution of the transference neurosis was the criteria for 
termination. He felt that the termination phase as set by the therapist served the 
purpose of helping to client to obtain higher levels of coping and adaptation. As seen 
by Rogers (1967) the criteria for termination or the final stage of therapy was the 
client becoming a fully functioning person.
Premature Termination ofPsychologicalTherapy:
Termination of psychological therapy is not always planned. In some 
instances the termination of psychological therapy is instigated by the counselling 
psychologist for a number of reasons such as illness, change of job or pregnancy 
(premature termination). There has been research to indicate that clients commonly 
react to such premature terminations with feelings of sadness, anger, anxiety, rage and 
abandonment (Last and Schütz, 1990; Penn, 1990). The sudden termination of 
therapy has also been seen to reactivate past trauma among clients (Martinez, 1989).
It then becomes relevant as to how the counselling psychologist deals with 
emotions and material brought up by the client at the time of premature termination. 
While conducting premature terminations with his clients Dewald (1965) did not 
sway from making interventions in the transference. However, Beatrice (1983) was of 
the opinion that premature termination created a disruption to the bipersonal field and 
in order to correct this disruption the therapist had to make noninterpretive 
interventions. This view takes the emphasis away from transferential issues and 
focuses on reality issues, such as issues relating to the loss of the current therapeutic 
relationship. Martinez (1989) felt that noninterpretive interventions, that is an 
emphasis on reality, was particularly useful with clients exhibiting the most painful 
transferential emotions. She also reported that such interventions helped clients to 
strengthen a positive internalised image of the therapist. Similarly, Siebold (1992)
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also felt that providing clients with noninterpretive interventions may help them to 
prepare for the premature termination.
Planned termination of therapy brings with it transference reactions and the 
reactivation of past trauma and the reality of the cessation of a relationship between 
the client and the counselling psychologist. However, feelings and conflicts evoked in 
the client during planned termination are largely intrapsychic in nature (Martinez,
1989). Premature termination has in addition to this the reality of an unexpected and 
premature cessation of the relationship between the client and counselling 
psychologist. Hence, it is likely that feelings and conflicts evoked are likely to have a 
basis in both the past and present.
It must be emphasised here that planned and premature terminations need not 
be negative experiences for the client or for the counselling psychologist. Siebold 
(1992) for example is of the opinion that premature terminations can also be 
opportunities for mastery and growth. These positive effects are thought to continue 
after termination of psychological therapy has taken place. What then becomes 
important is determining the factors that may contribute to such a positive outcome. 
Penn (1990) has stated that giving the client adequate time and space to work through 
the premature termination, facilitating expression of feelings and facilitating transfer 
to a new therapist are factors that contribute to a positive outcome. In the event of 
premature termination there may not always be adequate time to work through the 
ending. However, it is possible for the counselling psychologist to facilitate 
expression of feelings in the client and where appropriate to refer to another therapist.
A majority of studies on planned and premature terminations have been in the 
form of case studies by therapists writing about their experiences of planned and 
premature terminations (Martinez, 1989; Siebold, 1992). The issues surrounding the 
nature of planned and premature terminations are equally important for counselling 
psychologists who provide psychological therapy in a variety of settings, using a
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broad range of psychological models and engage in both short-term and long-term 
psychological therapy. However, no research has been conducted to date on the 
nature of planned and premature terminations of psychological therapy among 
counselling psychologists in Britain. Such research is important firstly, because of the 
short-term nature of therapeutic contracts within the National Health Service or 
Employee Assistance Programmes where counselling psychologists often work; 
whereas, the literature on termination has been most commonly documented by 
psychoanalysts or psychoanalytically oriented psychotherapists who usually work on 
a longer term basis with clients (Beatrice, 1983; Dewald, 1965). Secondly, due to the 
fact that forced terminations are most commonly experienced by trainee counselling 
psychologists who are yet in the process of developing their psychotherapeutic skills.
The current research aims (i) To determine the technical process of planned 
termination of individual psychological therapy as carried out by counselling 
psychologists.
(ii) To determine (a) the technical process and (b) outcome of premature 
termination by counselling psychologists of individual therapy.
(iii) To determine whether there is a relationship between the importance attached 
to planned termination and (a) technical process of planned termination (b) technical 
process of premature termination (c) outcome of premature termination as carried out 
by counselling psychologists in individual therapy.
Method:
Questionnaire Construction:
The instrument designed to meet the above aims was a semi-structured 
questionnaire consisting of 28 items, not ineluding demographic information (see 
Appendix D). The semi-structured questionnaire consisted of two broad seetions. 
The first section was related to planned termination, while the second section was
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related to premature termination of psychological therapy. The items in the section on 
plarmed termination were related to the importance attached to termination of 
psychological therapy, review of therapeutic work in the final phase of psychologieal 
therapy, issues related to setting a termination date and issues related to frequency of 
therapeutic sessions in the final phase of psychological therapy. The seetion on 
premature termination of psychological therapy consisted of items related to the 
occurrence of premature termination, issues related to setting a termination date, 
issues related to transfer to another psychologist or therapist, issues related to 
reactions of clients and aspects of the psychological therapy process that were helpful 
and detrimental to clients and counselling psychologists. For questions related to 
reactions of clients and to factors that were helpful and detrimental to clients during 
premature termination, counselling psychologists served as key informants. Key 
informants have been described as ‘individuals who possess special knowledge, 
status, or communication skills, who are willing to share their knowledge and skills 
with the researcher and who have access to perspectives or observations denied to the 
researcher (Gilehrist, 1992). It was felt that the use of counselling psychologists, who 
were also respondents, as key informants would be valuable and helpful in answering 
the research questions. The questionnaire consisted primarily of structured and semi­
structured questions in the section on planned termination. The questions related to 
premature termination were both structured and open-ended. Some of the items in 
both sections made the use of a rating scale ranging from 1 to 7. The face validity of 
the questionnaire was evaluated by another counselling psychologist and amendments 
in the questionnaire were made accordingly.
Data Collection:
The semi-structured questionnaire was sent out at random to 170 chartered 
counselling psychologists whose names were taken from the British Psychological 
Society (BPS) directory of chartered psychologists. The limitations of resources 
available restricted the questionnaire from being sent to a larger number of chartered
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counselling psychologists. Upon subtraction of undelivered questionnaires and those 
sent to counselling psychologists who had stopped psychotherapeutic practice, were 
away on holiday or off sick, namely 12, the final sample consisted of 55 respondents 
[32.3%].
Sample:
The respondents of this study were 55 chartered counselling psychologists. 
They comprised of 15 (27%) men and 40 (73%) women. The mean age of the 
respondents 49.6 years. The mean number of years the respondents had worked in 
therapeutic practice was 13.6 years. The mean number of years they had become 
chartered counselling psychologists was 3.9 years. The respondents worked in a 
number of settings and sometimes in more than one setting, 46 (83.6%) respondents 
worked in private practice, 15 (27.2%) respondents worked in secondary health care, 
15 (27.2%) respondents worked for Employee Assistant Programmes (EAPs), 8 
(14.5%) respondents worked in a primary health care, 8 (14.5%) respondents worked 
in student counselling services and 2 (3.6%) respondents worked in other agencies.
There were 21 (38%) respondents who described themselves as coming from 
an integrative orientation, 15 (27%) respondents came from a psychodynamic 
orientation, 12 (22%) respondents were from a humanistic orientation and included 
existentially oriented counselling psychologists, 7 (13%) respondents were from a 
cognitive-behavioural orientation.
Data Analysis:
The data obtained was both quantitative and qualitative in nature. Analysis of 
quantitative data involved t-tests. It was also descriptive in nature as to ‘how’ 
counselling psychologists conducted planned and premature terminations was of
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importance. The data obtained from the open ended questions relating to premature 
terminations were content-analysed. The unit of content analysis was a phrase. The 
content analysis comprised of identifying main themes for each question. As defined 
by Millward (1995) a theme is a ‘statement or proposition about something’. The 
themes were obtained for each question. A theme was coded once for each question 
for each subject regardless of the number of times it was stated. The total themes for 
each research question for all respondents were then added. The reliability used was 
inter-rater reliability, where a second rater coded eaeh of the units into appropriate 
themes. Initially, there were two discrepancies between the two raters which was 
resolved and a total agreement was reached. This then resulted in the final themes.
Results:
Planned Termination:
Importance of Termination Issues in Psychological Therapy -
The mean score on the importance attached to the nature of termination 
process in influencing the outcome of psychological therapy with individual clients 
was 5.7 out of a maximum of 7. There were 34 respondents with a score higher than 
the mean comprising of the high importance group, while 21 respondents scored 
below the mean and comprised of the low importance group. The number of people 
falling into the high and low importance groups were the same when they are 
construeted on the basis of the medium.
Addressing of Termination Issues -
The mean frequency with which termination was addressed in the beginning 
phase of psychological therapy (first quarter of the total time spent with a client) for 
all respondents was 5.4 out of a maximum of 7. The mean of frequency with which
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termination was addressed in the middle phase of psychological therapy (phase 
covering second and third quarters of the total time with a client) for all respondents 
was 4.5. The mean frequency with which termination was addressed in the final 
phase (final quarter of the time spent with a client) for all respondents was 6.6. As 
shown in tables 1, 2 and 3 there were no significant differences between the high and 
low importance groups in the frequency with which they addressed the issue of 
planned termination of psychological therapy in the middle phase (t = 0.6, p = 0.5) or 
final phase (t = 0.1, p = 0.8) of psychological therapy. The independent groups t-test 
comparing frequency with which termination was addressed in the beginning phase by 
low and high importance groups yielded a t value of 2.4 (p < 0.05).
Table 1 : The t-test results for addressing termination issues in the beginning phase of 
psychological therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 34 5.7 1.2 2.4 p<0.05
Importance
Low Importance 21 4.7 1.8
Table 2: The t-test results for addressing termination issues in the middle phase of 
psychological therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 34 4.6 1.6 0.6 p = 0.5
Importance
Low Importance 21 4.4 1.0
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Table 3 : The t-test results for addressing termination issues in the final phase of
psychological therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 34 6.6 0.84 0.1 p= 0.8
Importance
Low Importance 21 6.6 0.66
The total mean score for review of therapeutic work in the final phase of 
treatment was 6.4 out of a maximum of 7. Table 4 shows that there were no 
significant differences in high and low importanee groups in firequency of review of 
psychological therapy in the final phase (t = -0.8, p = 0.4).
Table 4: The t-test results for review of therapeutic work in the final phase of 
psychological therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 34 6.3 0.9 -0.8 p= 0.4
Importance
Low Importance 21 6.5 0.5
Setting a Termination Date in Planned Termination of Psychological Therapy -
A total of 54 out of 55 respondents set or agreed upon a termination date. 
There was 1 respondent who reported not setting a termination date but decided upon 
the number of sessions the client would have before termination. The mean for 
setting a termination date for a client was 3.8, mean for allowing the client to set a
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date was 4.1 and the mean for mutually agreeing with the client on a suitable 
termination date was 5.5 from a maximum of 7. There were no signifieant differences 
between the high and low importance groups in terms of whether they set a 
termination date for the client (table 5), allowed the client to set a termination date 
(table 6) or mutually agreed with the client on a suitable termination date (table 7).
Table 5: The t-test results for setting a termination date for the client in psychological 
therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 30 3.9 2.0 0.5 p= 0.6
Importance
Low Importance 18 3.6 1.7
Table '6: The t-test results for leaving the client to set a termination date in 
psychological therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 29 3.9 1.2 -1.2 p= 0.2
Importance
Low Importance 18 4.5 1.5
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Table 7: The t-test results for mutually agreeing with the client on a termination date
in psychological therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 34 5.7 1.3 0.9 p= 0.3
Importance
Low Importance 20 5.3 1.4
Table 8 and table 9 show mean and ideal mean weeks and sessions a 
termination date was/would like to be set or agreed upon for respondents working in 
different settings.
Table 8: Mean number of weeks and ideal mean number of weeks termination date 
was/would like to be set or agreed upon prior to termination of psychological therapy 
in different settings.
Mean
weeks
Number of 
respondents
Ideal mean 
weeks
Number of 
respondents
Private Practice 7.5 29 8.0 22
Secondary care 8.6 5 11.1 7
EAP 4.8 11 5.0 8
Primary care 6.0 3 5.2 4
Student counselling 6.5 4 6.8 5
Other services 7.0 2 5.0 1
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Table 9: Mean number of sessions and ideal mean number of sessions termination 
date was/would like to be set or agreed upon prior to termination of psychological
therapy in different settings.
Mean
sessions
Number of 
respondents
Ideal mean 
sessions
Number of 
respondents
Private Practice 6.0 30 6.3 28
Secondary care 10.5 4 10.8 5
EAP 2.6 8 2.7 8
Primary care 4.6 5 5.0 5
Student counselling 6.5 4 6.5 4
Other services 14.5 2 14.5 2
The total mean number of weeks and sessions the termination date was set in 
advance prior to termination was obtained by adding the mean weeks and sessions for 
all respondents across settings and subtracting it by the total number of respondents. 
The total mean number of weeks the termination date was set prior to termination was 
6.5 weeks. The total number of weeks the termination date ought to be set prior to 
termination was 7.0 weeks. The total mean number of sessions the termination date 
was set in advance prior to termination was 6.1 sessions. The total mean number of 
sessions the termination date ought to be set was 6.4 sessions. The difference 
between the high and low importance groups in the number of weeks and sessions 
termination date was set and ought to set are shown in tables 10 to 13.
Table 10: The t-test results for number of weeks a termination date was set prior to the 
termination of psychological therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 20 6.9 5.5 0.4 p = 0.6
Importance
Low Importance 16 6.1 4.0
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Table 11 : The t-test results for number of weeks a termination date ought to be set
tideal weekst prior to the termination of psychological therapy among high and low
importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 18 6.6 4.2 -0.6 p = 0.5
Importance
Low Importance 3 7.6 4.7
Table 12: The t-test results for number of sessions a termination date was set prior to 
the termination of psychological therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 20 7.2 6.4 1.2 p = 0.2
Importance
Low Importance 15 4.7 4.6
Table 13: The t-test results for number of sessions a termination date ought to be set 
tideal sessions! prior to the termination of psychological therapy among high and low 
importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 13 8.2 6.4 1.8 p = .08
Importance
Low Importance 8 3.7 3.6
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There were 24 respondents who stated that average and ideal number of weeks 
and sessions were dependent upon the length of time a client was being seen. Out of 
these 10 respondents stated that longer the contract the more in advanee the 
termination date would be set or agreed upon, while the shorter the time the client was 
seen the fewer number of weeks or sessions in advance the termination date would be 
set. There were 4 respondents who stated that if clients were seen for a year or several 
years they would set the termination date a few months in advance, whereas, if they 
were seeing clients for short-term work lasting for a few weeks they would set the 
termination date at the beginning of psychological therapy. While, 3 respondents 
stated that the average and ideal number of weeks and sessions a termination date was 
set depended upon the needs and issues pertaining to the client.
The total mean score for increasing the interval between sessions in the final 
phase of psychological therapy was 4 out of a maximum of 7. Table 14 shows that the 
results were close to significance level of p < 0.05 between high and low importance 
groups in terms of increasing the interval between sessions in the final phase of 
psychological therapy (t = -1.9, p = .052).
Table 14: The t-test results for increasing the interval between sessions in the final 
phase of psychological therapy among high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 34 3.6 1.7 -1.9 p= .052
Importance
Low Importance 21 4.5 1.4
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Premature Termination-
Out of a total of 54 respondents who responded to the pertaining item, 21 
reported that they had never experienced premature termination. A total of 33 (61%) 
respondents stated that they had experienced premature termination with their clients 
at least once. The circumstances in which premature termination had taken place 
were as follows; change of job was reported 19 times (50%), illness was reported 6 
times (15.8%), personal issues were reported 4 times (10.5%), need to refer client to 
another agency was reported 4 times (10.5%), redundancy was reported 3 times 
(7.9%) and a lack of working alliance was reported 2 times (5.3%).
Setting a Termination Date in Premature Termination o f Psychological Therapy -
Out of a total of 33 respondents, 4 (12.1%) were never able to set a 
termination date during premature termination, 16 (48.4%) had been able to set a 
termination date during premature termination on some occasions and 13 (39.3%) had 
always been able to set a termination date. Tables 15 and 16 show that there were no 
major differences for counselling psychologists working in different settings for the 
average and ideal number of weeks and sessions the termination date was set prior to 
premature termination of psychological therapy.
The total mean number of weeks and sessions the termination date was set 
prior to premature termination was calculated in the same way as it was for planned 
termination. The total mean number of weeks the termination date was set prior to 
termination was 6.0 weeks. The total number of weeks the termination date ought to 
be set prior to termination was 4.5 weeks. The total mean number of sessions the 
termination date was set in advance prior to termination was 4.5 sessions. The total 
mean number of sessions the termination date ought to be set was 4.1 sessions. The 
difference in the two high and low importance groups in the number of weeks and 
sessions termination date was set and ought to set is shown in tables 17 to 20.
161
Table 15: Mean number of weeks and ideal number of weeks termination date
was/would like to be set or agreed upon prior to premature termination of
psychological therapy in different settings.
Mean
weeks
Number of 
respondents
Ideal mean 
weeks
Number of 
respondents
Private Practice 6.5 9 4.1 9
Secondary care 5 7 5.1 6
EAP 9 2 - -
Primary care 3 5 5 5
Student counselling 6 2 3 1
Other services 6 4 4 2
Table 16: Mean number of sessions and ideal number of sessions termination date 
was/would like to be set or agreed upon prior to premature termination of 
psychological therapy in different settings.
Mean
sessions
Number of 
respondents
Ideal mean 
sessions
Number of 
respondents
Private Practice 2.9 9 2 3
Secondary care 4.3 6 4.2 4
EAP 9 1 - -
Primary care 2.6 3 4.2 4
Student counselling 6 3 4 1
Other services 5.3 3 4 2
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Table 17: The t-test results for number of weeks a termination date was set prior to
premature termination of psychological therapy among high and low importance
groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 16 6.4 7.2 0.4 p = 0.7
Importance
Low Importance 6 5.0 2.6
Table 18: The t-test results for number of weeks a termination date was ought to be set 
tideal weeks! prior to premature termination of psychological therapy among high and 
low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 11 5.0 3.2 .87 p = 0.4
Importance
Low Importance 6 3.8 0.4
Table 19: The t-test results for number of sessions a termination date was set prior to 
premature termination of psychological therapy among high and low importance 
groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 11 4.8 2.3 0.8 p = 0.4
Importance
Low Importance 8 4.0 2.3
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Table 20: The t-test results for number of sessions a termination date was ought to be 
set tideal sessions! prior to premature termination of psychological therapy among 
high and low importance groups.
Group Number of 
respondents
Mean Standard
Deviation
t value P
High 7 4.5 2.2 0.9 p = 0.4
Importance
Low Importance 4 3.5 1.0
Transfer to another therapist/psychologist-
From a total of 34 respondents, 5 (15%) stated that they had never transferred 
their clients to another therapist during premature termination, 25 (73%) stated that 
they had sometimes transferred to another therapist and 4 (12%) had always 
transferred to another therapist. From a total 28 respondents, 23 (82%) had never had 
joint sessions with their client’s new therapist, 4 (14%) respondents had sometimes 
had joint sessions and 1 (4%) respondent had always had joint sessions with a new 
therapist. The total number of sessions with a joint therapist was reported by 6 
respondents, 5 (83%) respondents had had one session and 1 (17%) respondent had 
had two joint sessions.
164
Content Analysis -
I: Common Reactions of Clients Facing Premature Termination - Main
Themes.
1. Emotional distress - This theme consisted of feelings indicative of emotional 
distress. Examples included “angry”, “sad”, “upset, hurt” and “guilt”. The total 
frequency for this theme was 16.
2. Acceptance - The second theme was the acceptance or understanding of the 
ending of termination of therapy. For example, they have accepted the reasons 
why using my services is not particularly appropriate for them”, “...understood my 
move ”, “pleased” and “relieved”. The total frequency for this theme was 8.
3. Attachment - Attachment related issues. This theme was related to 
attachment related issues. For example, "... questioning staying in therapy until end”, 
“...felt abandoned”, “...sense o f abandonment” and "... rejection”. The total 
frequency was 7.
4. Engagement in psychological therapy - This related to greater engagement 
in therapy. For example, “Developed a better relationship at close ”, “I  have almost 
always found the formal ending period to be very productive” and “ ...determination”. 
The total frequency was 4.
5. Lack of engagement in psychological therapy - This theme related to a lack 
of engagement in psychological therapy. For example, “Loss o f confidence in the 
psychotherapy process ” and “Missed some remaining sessions ”. The total frequency 
was 3.
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II: Aspects of the Psychotherapeutic Process that were Helpful to Clients in
Dealing with their Premature Termination -  Main Themes.
1. Real relationship - This theme related to aspects of the real relationship 
between client and counselling psychologist. For example, “Me acknowledging my 
sadness at the ending”, “The trust that I  would not 'choose ’ to let them down”, “My 
honesty with them ... my willingness to be open, genuine and human with them”, 
“Being congruent about myself and explaining clearly that the issue was mine... ” and 
“Secretarial correspondence/personal information relating to my illness ”. The total 
frequency for this theme was 18.
2. Clarity and Control - This theme related to the client having clarity and 
control during the premature termination of psychological therapy. For example, 
“Summary o f  issues dealt with and those outstanding”, “Planned closure”, “Clear 
contractual commitment with goals well specified”, “Joint session with new worker”, 
and “Being aware o f adequate referral agencies and other places, therapists who 
were available and could work with their particular issue ”. The total frequency for 
this theme was 13.
3. Working through transferential issues - This theme related to clients being 
able to relate their present experience of termination to past experiences. For 
example, “Reliving past experiences and doing ending differently”. The total 
frequency for this theme was 6.
4 Nothing helpful - This theme pertained to nothing being helpful to clients in
dealing with their premature termination. For example, “None - It was a breach o f  
the relationship I  had built with them ”. The total frequency for this theme was 2.
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I l l :  Aspects of the Psychotherapeutic Process that were Detrimental to Clients in
Dealing with their Premature Termination -
1. Lack of clarity and control - This theme related to lack of clarity and control 
issues. For example, “The abruptness, no forewarning” and “Having to adjust to a 
new worker ”. The total frequency for this theme was 13.
2. Problems in the therapeutic relationship - This theme related to problems 
in the therapeutic relationship. For example, “Lack o f openness and mutual respect”, 
“Betrayal o f trust” and “Dependency not fully worked through”. The total 
frequency for this theme was 6.
3. Transferential issues - This theme pertained to transferential issues. For 
example, “Repetition (in reality) o f former losses”. The total frequency was 5.
4. Lack of engagement - This theme related to the client not engaging in 
psychological therapy. For example, “They didn’t come back to the last session”. 
The total frequency was 3.
IV: Aspects of the Psychotherapeutic Process that were Helpful to Counselling
Psychologists in Dealing with Premature Terminations with their Clients -
1. Support from others and self - This theme referred to sources of support for 
counselling psychologists, either from their supervisors, peers or personal therapy. 
For example, “My supervision/supervisor in dealing with my own issues in this area 
and in helping me prepare for the termination”, “Discussing it with colleagues”, 
“Doing my own personal therapy greatly improved my awareness o f  the limitations o f  
what I  am able to offer clients ”. The total frequency for this category was 11.
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2. Clarity and control - This theme was related to clarity and control issues. 
For example, “Knowing I  had a good compassionate colleague to hand over to 
discuss potential problems”, “Planned ending”, “Good amount o f time to address the 
experience o f  ending”. The total frequency for this category was 10.
3. Real relationship - This theme referred to the therapeutic relationship. For 
example, “Being honest about how I  was letting them down and not trying to defend 
m yself’. The total frequency was 5.
V: Aspects of the Psychotherapeutic Process that were Detrimental to
Counselling Psychologists in Dealing with the Premature Terminations of their 
Clients -
1. Negative emotions in the counselling psychologist - This theme referred to 
negative feelings experienced by the counselling psychologist. For example, ‘Feeling 
that I  had let people down ’. The total frequency was 8.
2. Lack of clarity and control - This theme was related to a lack of clarity and
control during premature termination. For example, “No opportunity to plan/discuss 
in advance - prepare clients etc. ”. The total frequency was 6.
3. Lack of support from supervisors - This theme referred to a lack of support 
from supervisors. For example, “Lack o f  appreciation o f relationship with clients by 
management. Supervisor was member o f management team ”. The total frequency 
was 2.
The difference between the high and low importance groups on each of the 
themes is given in tables 21 to 25.
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Table 21: Table showing reactions of clients to premature termination given by
counselling psvchologists in high and low importance groups where total frequency
was greater than 3.
Total number 
of
respondents
Number
of
respondents
Percent 
of high 
impt. 
group
Total
number of 
respond­
ents
Number
of
respondents
Percent 
of low 
impt. 
group
Emotional
distress
17 11 64.7% 8 5 62.5%
Accept­
ance
18 4 22.2% 8 4 50%
Attach­
ment
18 5 27.8% 8 2 25%
Higher 
level of 
engage­
ment
18 4 22.2% 8 0 0%
Table 22: Table showing aspects of psychotherapeutic process that clients found 
helpful during premature termination as stated by counselling psychologists in high 
and low importance groups where total frequency was greater than 3.
High Importance group. Low Importance group.
Total number 
of
respondents
Number
of
respondents
Percent 
of high 
group
Total
number of 
respond­
ents
Number
of
respondents
Percent 
of low 
group
Real
relation­
ship
17 12 70.6% 8 6 75.0%
Clarity/
control
16 9 56.3% 8 4 50%
Working
through
transfe­
rence
17 3 17.6% 8 3 37.5%
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Table 23: Table showing aspects o f psychotherapeutic process that clients found 
detrimental in dealing with premature termination as stated by counselling 
psychologists in high and low importance groups where total frequency was greater 
than 3.
Total number 
of
respondents
Number
of
respondents
Percent 
of high 
group
Total
number of 
respond­
ents
Number
of
respondents
Percent 
of low 
group
Lack of
clarity/
control
15 10 66.7% 4 3 75%
Problems
in
therapeutic
relation­
ship
14 5 35.7% 4 1 25%
Transferen­
tial issues
15 4 26.7% 4 1 25%
Table 24: Table showing aspects o f  psychotherapeutic process that counselling 
psychologists in high and low importance groups found helpful in dealing with 
premature termination o f their clients where total frequency was greater than 3.
High Importance group. Low Importance group
Total number 
of
respondents
Number
of
respondents
Percent 
of high 
group
Total
number of 
respond­
ents
Number
of
respondents
Percent 
of low 
group
Support
from
others and 
self
18 8 44.4% 7 3 42.9%
Clarity/
control
18 6 33.3% 7 4 57.1%
Real
relation­
ship
18 3 16.7% 7 2 28.6%
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Table 25: Table showing aspects of psychotherapeutic process that counselling 
psychologists in high and low importance groups found detrimental in dealing with 
premature termination of their clients where total frequency was greater than 3.
Total number 
of
respondents
Number
of
respondents
Percent 
of high 
group
Total
number of 
respond­
ents
Number
of
respondents
Percent 
of low 
group
Negative
emotions
13 8 61.5% 3 0 0%
Clarity/
control
13 3 23.1% 3 3 100%
Discussion:
The generalisability of the results is dependent on the size and nature of the 
sample (Fife-Schaw, 1995). The response rate from this questionnaire was 
comparable to expected response rates for questionnaires (Fife-Schaw, 1995). There 
were more female than male respondents which appears to be representative of the 
population of counselling psychologists. However, demographic data of the sample 
population was not known. The theoretical orientation and the settings in which the 
sample practised psychological therapy were fairly diverse. It was therefore 
considered likely that the diverse heterogeneous sample would provide information 
into the views and experiences of counselling psychologists.
The counselling psychologists who took part in this research seemed to view 
the nature of the termination process as being important in influencing the outcome of 
psychological therapy. The issue of termination was most frequently addressed in the 
final phase of psychological therapy. This was followed by the beginning and the 
middle phases. It appears that the issue of termination becomes most important 
during the final phase of therapy. Counselling psychologists who viewed the nature
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of termination as being important to outcome of psychological therapy were 
significantly more likely to address termination in the beginning phase of therapy. 
Addressing termination issues at the beginning of psychological therapy firstly, allows 
adequate time for clients to process this information. It is also likely to give them a 
certain amount of clarity and control over the length of time to be spent in 
psychological therapy. The latter was reported by counselling psychologists as being 
beneficial to both their clients and themselves in dealing with premature termination. 
Secondly, it also seems to put forth the view that termination is a process and an 
integral part of therapy (Yalom, 1975).
The counselling psychologists indicated that they always reviewed the 
therapeutic work with their clients in the final phase of psychological therapy 
irrespective of whether they were in the high or low importance group.
An overwhelming majority of counselling psychologists indicated that they set 
a termination date. The setting of a termination date serves the purpose of making 
termination more real to the client. However, Goldberg and Marcus (1985) point out 
that setting a termination date has certain limitations. Firstly, it takes away from the 
client the capacity to terminate when he or she is ready to terminate. Secondly, it 
could serve as a defensive mechanism where clients focus more on the date and less 
on the feelings and emotions termination evokes.
The sample of counselling psychologists in this research were most likely to 
mutually agree with the client on a termination date and least likely to set a 
termination date for the client. The mutual agreement in setting a termination date has 
been seen by many contemporary writers as being the most suitable (Kramer, 1990). 
Though the findings were insignificant, counselling psychologists who saw 
termination issues as being very important to the outcome of therapy were firstly, 
more likely to set a termination date for their clients and to also mutually agree upon a 
termination date with their clients. While the latter, as stated above is suitable, there 
are dangers in setting a termination date for the client (though in settings which offer
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time limited therapy this may be the only option). Kramer (1990) has stated that there 
is a possibility of therapist initiated terminations (expect in circumstances such as 
changing jobs or retiring etc.) being based in countertransference issues. Hence, it 
becomes important for counselling psychologists to be aware of possible 
countertransference issues. In addition, counselling psychologists in the high 
importance groups were less likely to leave it to the client to set a date. This seems to 
suggest a certain amount of directiveness on the part of high importance groups in 
discussing termination. Perhaps setting a date or mutually agreeing upon a date is a 
means of planning ahead for the termination. The setting of a date by the high 
importance group might also serve the purpose of bringing issues of terminating into 
conscious or to the foreground (Freud, 1964).
There were no significant differences between actual mean number of weeks 
and sessions and the ideal number of weeks and sessions spent with a client after the 
termination date had been set for planned terminations. However, ideal mean number 
of weeks and sessions were slightly more than the actual mean number of weeks and 
sessions for planned terminations. This seems to imply that counselling psychologists 
would like have a longer period of time and more sessions with their clients after 
setting a termination date than they actually do. The lack of significant difference 
between ideal and mean weeks and sessions after setting a termination date seems to 
imply that counselling psychologists are happy with this aspect of the technical 
process in terminating with their clients. In terms of premature terminations it was 
found that counselling psychologists had set termination dates more in advance and 
had more sessions with their clients than they actually thought was ideal. Though the 
results were not significant. There may be a possible explanations for this. The most 
common circumstance under which termination took place was when counselling 
psychologists changed their jobs. It is likely that such an event gave them more time 
to prepare the premature terminations of their clients than other circumstances such as 
ill health, that was experienced by only a few counselling psychologists.
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There were no differences in the nature of the therapeutic setting and the total 
mean and total ideal mean number of weeks and sessions the termination date was set 
prior to planned or premature terminations. In instances where there were differences 
the results could not be generalised due to the low frequency of respondents. In terms 
of the differences between high and low importance groups for the above criteria there 
were no statistically significant findings. However, the mean and ideal number of 
sessions the termination date was set in advance prior to termination for both planned 
and premature terminations was consistently higher for the high importance group. 
That is, counselling psychologists who perceived the termination process to be 
important were likely to have and want to have more sessions with their clients after 
setting a termination date. It might be speculated that if the sample had been larger 
these differences would be significant. A similar finding was observed for the mean 
number of weeks. For ideal mean weeks the termination date would like to be set, 
prior to planned termination, the low importance group stated that they would like to 
set the termination date for a longer length of time prior to termination. The results 
for this can not be fully explained.
The mean and ideal weeks and sessions clients were seen after a termination 
date was set was dependent on the length of the contract. That is, counselling 
psychologists set termination dates in correspondence with the length or nature of the 
contract with their clients. In most instances short-term contracts either had fewer 
weeks and sessions of psychological therapy after a termination date was set or had 
termination dates set at the beginning of psychological therapy. While longer term 
contracts had more weeks and sessions of psychological therapy after the termination 
date was set. Termination date in some instances were also dependent of the nature of 
the client’s problems and difficulties.
In a majority of cases clients were not referred to another therapist upon 
premature termination. It may be that as counselling psychologists had seen clients 
for longer and had given them more sessions after setting a termination date than they 
would have ideally have liked to during premature terminations they did not feel the
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necessity to transfer to another therapist. Alternately, it may be more likely that 
counselling psychologists gave their clients more time and more sessions after setting 
a termination date than they would have ideally have liked to because they were not 
able to transfer to another therapist. This was supported by the content analysis where 
some counselling psychologists reported that not being able to transfer to another 
therapist had been detrimental in dealing with premature terminations.
Content Analysis:
The most common reaction of clients who were prematurely terminating from 
psychological therapy was that of emotional distress. This was irrespective of the 
importance their therapists attached to termination issues. It appears that premature 
termination is fairly difficult for most clients. Emotional distress was followed by the 
theme of acceptance. The two themes of emotional distress such as anger and 
sadness, and acceptance are also similar to emotions expressed while mourning a 
premature death (Mikkelson and Gutheil, 1979). Mikkelson and Gutheil (1979) have 
suggested that use of the death metaphor can be therapeutically useful with some 
clients who are stuck in the angry or depressed state in the final phase of 
psychological therapy. This is thought to be especially so when clients have had a 
history of losses.
It was seen that counselling psychologists who see termination issues as being 
important were more likely to report negative emotions in themselves as being 
detrimental to helping them to cope with their clients prematurely terminating. There 
are likely to be a number of reasons behind this. Firstly, the group attaching high 
importance to terminations could be more sensitive to negative reactions in their 
clients and thereby experience negative emotions in themselves. Secondly, it is likely 
that they may have countertransferential issues relating to past terminations which 
may have resurfaced when their clients had to prematurely terminate. It then becomes 
highly important for counselling psychologists to explore and work through their own
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issues relating to terminations so that they are then able to differentiate between 
material belonging to themselves as opposed to their clients. This is likely to enable 
them to help their clients to deal with termination issues more effectively.
Another reaction by clients to premature termination was that related to 
attachment, especially that of insecure attachment such as fear of abandonment and 
dependency (Ainsworth, Blehar, Waters and Wall, 1978). As in Ainsworth, Blehar, 
Waters and Wall (1978) studies when mothers of insecurely attached infants 
encouraged them to explore the environment, that is, to be separate from them, they 
found that the infants were more likely to do so. In a similar vein, it seems important 
that while therapists acknowledge and explore feelings in the past and present they 
also facilitate their clients capacities for growth after the cessation of psychological 
therapy.
A theme that was most frequently expressed as being helpftil to clients and 
third most important to counselling psychologists and their clients in dealing with 
premature termination was the real or person to person relationship. The importance 
of this type of relationship has been described by therapists from different orientations 
such as Clarkson (1994), Rogers (1967) and Stone (1961). Clarkson (1994) has stated 
that truthfulness and authenticity in the sprit of mutuality are the hallmarks of the real 
relationship. In premature termination the honest expression of feelings and thoughts 
by the counselling psychologists appeared to help clients to deal with premature 
termination. Thereby, the results of this research support the use of noninterpretive 
interventions in the process of premature terminations (Martinez, 1989). 
Transferential interpretations were also stated as being helpful but were not stated as 
often. Difficulties in the relationship were seen as being detrimental to both clients 
and counselling psychologists in dealing with premature terminations.
A theme that was stated as being second most frequently expressed by 
counselling psychologists as being helpful to their clients and to themselves in coping 
effectively with premature terminations was the theme relating to clarity and control
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issues. It appears that working through the termination by summarising work done, 
setting a termination date, having clear goals and where necessary referring clients to 
another therapist facilitated in the successful termination of psychological therapy. 
The lack of clarity and control issues were seen as detrimental to both clients and 
counselling psychologists.
Counselling psychologists stated that the support they were getting from their 
supervisors, peers and personal therapy was most helpful. It is likely that there is a 
parallel process between clients and their therapists, that is, while clients are in need 
of the support of the therapist and have difficulties in separating from them, 
counselling psychologists are also in need of greater support (Click, 1987).
Methodological Limitations:
The total mean and median for the importance attached to psychological 
therapy was fairly high. Therefore, the fairly non-significant differences between the 
high and low importance groups of this study were almost expected. It is suggested 
that further research be conducted on a larger sample. A limitation of the 
questionnaire was that high and low importance was measured through one item of 
the questionnaire. It is suggested that having multiple items measuring the construct 
of importance attached to psychological therapy would yield results that had greater 
reliability and validity. One limitation of this study arising as a result of practical 
limitations was that there was no control group, that is, clients who had had planned 
termination, to compare responses of clients who had experienced premature 
termination as seen by counselling psychologists. Further research ought to be 
conducted using a control group so as to distinguish between therapeutic outcome and 
outcome resulting from premature termination. Furthermore, the use of counselling 
psychologists as key informants may in some instances yield biased results in that 
they are from the counselling psychologists perspective rather than from clients point 
of view. In order to give greater reliability to the data it is suggested that research be
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conducted using first hand accounts of the clients’ experiences of premature
termination.
Psychotherapeutic Recommendations:
It is recommended that termination issues be addressed through the course of 
psychological therapy. This is likely to have the benefit of preparing clients to 
successfully complete and terminate psychological therapy. The clarity and planning 
involved in the process of premature termination appeared to be important for both 
clients and counselling psychologists. The preparation and working through of 
termination of the psychotherapeutic relationship is likely to help clients to handle 
with greater efficacy future terminations (Maholick and Turner, 1979).
Premature termination of psychological therapy was seen to bring to the 
surface past experiences of terminations which will need to be addressed during 
premature termination. The results also lead to the recommendation of the use of the 
real or person to person relationship by therapists in the event of premature 
terminations. It is also suggested that adequate support be provided to counselling 
psychologists in helping them to cope with their own issues in prematurely 
terminating with their clients.
Terminations are recurring through our lives and occur with all clients in 
therapeutic practice. They are likely to evoke a range of emotions in most counselling 
psychologists which can then have an effect on clients. Hence, it is vital that 
counselling psychologists explore and work through the emotions and meaning of 
terminations in general and terminations with different clients.
This research has made an attempt to explore the technical considerations 
involved in planned and premature terminations. It has also aimed at exploring the 
reactions by clients to premature terminations and aspects of the psychotherapeutic
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process that help or hinder the process of premature termination of psychotherapy. It 
is suggested that future research on premature termination of psychological therapy 
explore other aspects of the termination process such as criteria for termination, 
severity and nature of clients problems, timing of the premature termination in 
relation to the stage of psychological therapy and how these have an impact upon 
premature terminations.
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Conclusion:
The counselling psychologists who viewed termination issues as important to 
the outcome of psychological therapy were significantly more likely to address 
termination issues in the beginning phase of psychological therapy. Counselling 
psychologists were likely to always review work in the final phase of psychological 
therapy. Counselling psychologists who perceived the termination process as being 
important for outcome were more likely to set a termination set for their clients and 
mutually agree upon a termination date with their clients, though the results were not 
statistically significant. They were also more likely to have or want to have a greater 
number of sessions during planned and premature terminations. These results were 
also not statistically significant.
Premature terminations of psychological therapy had been experienced at least 
once by more than half of the total number of counselling psychologists. Clients 
most commonly reacted with emotional distress. For both clients and counselling 
psychologists helpful aspects of the psychotherapeutic process during premature 
terminations included being in the real relationship with their clients, having clarity 
and control over current and future aspects relating to psychological therapy such as 
length of contract, goals to be achieved, transferring to another therapist, and 
resolving transferential issues. The absence or inability to achieve each of the these 
aspects made it difficult for both clients and counselling psychologists to deal 
effectively with premature terminations. In addition, counselling psychologists 
viewed the support from their supervisors, peer and personal therapy as being helpful 
in premature terminations.
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INTERVIEW TRANSCRIPTS.
Pre-group.
Subject 1.
Q1. Do you fee! that participating in group therapy couid bring about changes In 
yourseif or in your life ?
Ans. Yes.
Q2. What changes do you hope to bring about within yourself by attending 
group psychotherapy ?
Ans. I hope to get more confidence sort of being within a group of people. I don’t 
usually like being with a group of people and 1 feel I’m much happier speaking one 
to one with somebody and I feel I really need to try to get out of that. (You’re hoping 
to become more confident anything else). Hope that sort of listening to other 
people’s problems are going to make., put mine in perspective. So that I don't feel 
that I’m the only person with problems. Hopefully that I’ll be able to see it as a 
bigger thing rather than just on me.
Q3. What changes do you hope to bring about in your life by attending group 
psychotherapy?
Ans. Hope to become more stable really more less up and don and a bit more 
able to cope v/ith things. To be able to go out and do the things I want to do without 
-feeling that I’m not worth., that I can’t do it. I’m just hoping that it’ll give me more 
confidence. I’m hoping that it’ll bring up some more of the memories that I can’t 
remember and may be bring them out. It may trigger of things that just by talking
Z94'
\one to one with someone hasn’t done up till now. Maybe listening to what other 
people have felt in the future and maybe help to get some of mine out.
G4. Hgw do you feel about getting along with other members of the group 7
Ans. Bit concerned about that. The spoke to second group facilitator about that. I 
sometimes find it very hard if I feel that a particular pemon reminds me of somebody 
then I can become very anti that person purely because they remind me of them. 
Nothing that they do to me and I find that very may be hard to get over. I’m hoping 
that maybe I can come to term with that, if there is anybody there that is going to 
remind me of someone that can deal with it. You know that I can go forward and 
stop just sort of pigeon holing of people. (As far as getting along with other 
members?) I’m usually very good at getting along. I usually sort of fit in quite well 
but I just want to. I’d like to be able to sort of say what I feel a bit more than just go 
along with. I tend to keep quite even though I don’t agree with what’s happening 
and I’d like to change that. I’d to be able to say I don’t agree and actually say at the 
time and not sort of think back afterwards, which is to get to the stage were I’m 
actually saying, 'No I don’t like that. I don’t want that I don’t agree with that.’ It is 
changing. I was hoping that the group would make that more positive.
05. What do you feel about having group therapy at your doctors surgery ?
Ans. I think it’s a good idea. I feel comfortable and I know that the place and i’m 
used to coming here. So that’s not sort of alien to me and 1 don’t like going 
anywhere strange. So yeah I think I would find it easier here than I would if I had to 
go somewhere else. In fact, I probably wouldn’t have gone If it had been 
somewhere else. ( How about meeting people whom you might know considering 
it’s your doctor’s surgery). Em, doesn’t really bother me because If they are at the 
group then they are for the same reason. I am and they are probably feeling 
awkward and as uncomfortable as I am. Em, so we have all got the same sort of 
problems and we are there for the same reasons. That doesn’t worry me.
m
Q6. How do you fee! about sharlng  ^your persona! experiences with the group ?
Ans. A lot better than that I would have done six months ago. At one time I 
couldn’t talk about what had happened to me. But 1 find that talking to people that I 
know not that well now and I can actually say what happened and it doesn’t I don’t 
feel shame. I don’t feel guilty'. Yeah, so I’m hoping that’s going to help to continue 
that and get out and maybe even help somebody else that’s not got to that stage 
yet. Because it has definitely helped me to talk about things. I’d sort of feel that 
maybe by listening to somebody else then that would be helping them as well. Cos 
it’s not an easy thing to talk about being different feeling different and I’m sure no 
matter what reason people are coming that one of the reasons they do feel different 
for whatever reason and I think thatls what causes a lot of problems. I mean that’s a 
good thing about the group because you’re not going to be different. We’ve all got 
different problems but we all got problems and the main thing to know you’re not on 
your own. I think that helps a lot ^
Q7. What sort of worries do you have about participating in group therapy ?
Ans. I did say to second group facilitator of definitely taking a dislike to somebody 
and feeling that I couldn’t relate to them, couldn’t talk to them and I felt if that sort of 
thing would hold me back. They were part of the group and I just felt no I can’t talk 
in front of them personally but she did say. That you know that is actually part of the 
group and try to get that out into the open that’s the way you feel.’ Hopefully I’ll be 
able to do that. I’d like to be able to do that. ( Tell me how you feel. ) I do find that I 
have problems with that taking dislike to somebody for no apparent reason. You 
know they haven’t done any harm to me. I find it really hard to make it logical. I just 
can’t find a reason for it.
Q8. Any other comments about the group or group psychotherapy ?
Ans. Not really. I think it’s a good idea. I really feel that it’s something that people 
need to be able to talk to each other. I don’t know'I began to feel that talking to 
second group facilitator was good. But I began to feel that eventually you could get
to the stage where you’d only want to talk about it to one person about it. And then 
you’re just locking it away again. So the group then takes you onto widening it 
really. Sort of levelled out amongst more people and eventually just another part of 
life it doesn’t focus on just one thing and one visit every week. I think it’s a really 
good idea.
i n
Post group.
Subject 1.
Q1. Do you think that participating in grouptherapy has brought about any 
changes within yourself an in your life ?
Ans. Yes.
Q2. What changes have there been within yourself by attending group 
psychotherapy ?
Ans. ! fee! more confident em, can't describe it reaily, ! just fee! more as if people 
care about me more secure than I did. It’s made me understand that my problems 
are just not mine that they belong to other people as well. Well not my problems 
but obviously other people have similarly problems and they don’t all cope as well as 
I thought they did. I just thought they ail coped reaily well and I didn’t. But I 
realised listening to other people that they ail think the same as well they all think 
other people are coping and they’re not. So it’s made me realise that it’s not a one 
off thing. [And had given you more confidence] yes [ In what way ?] I think it’s 
given me a better understanding. I couldn’t be very compassionate towards people 
before I couldn’t find I just felt that they didn’t understand that they didn’t know. But 
with the grouptherapy I met people that did understand and they did know but with 
the grouptherapy I met people that did understand and they did know what I’d had 
and what had happened to me. That made a big difference. [You felt understood.] 
yeah I just felt for the first time in my life that somebody knew what I what I was 
talking about and weren’t just going through the motions weren’t just saying yes we 
understand when they didn’t. And I mean it’s not easy to understand unless you’ve 
experienced something you can’t really understand. So yes I did feel it helped a lot. 
[You talked about confidence, being understood any thing else ?] I think it made me 
feel needed and other people needed your wanted your views, ideas about things 
and that was nice to know that somebody else actually valued something you said. 
[So you felt valued.] Yes, and encouraged as well if you did something there was
encouragement from other people which isn’t something I had experienced before. 
It was nice to get encouragement. Genera! encouragement not Just 'oh yeah you 
did very well there’ but to really understand and to really mean what they say. I think 
basically people were totally and utterly sincere. And for the first time I really didn’t 
feel that anybody was putting on a front. I just felt myself which I’ve never felt 
before. I didn’t have to lie about anything and I didn’t have to hide anything. If I did 
something awful it wouldn’t matter and I knew that I would get answer. You know it 
would be an honest opinion it wouldn’t be what people thought I wanted to hear and 
I appreciated that.
Q3. What changes have there- been in you fife by attending group 
psychotherapy ?
Ans. Not a great deal really. Not that I could relate to being in the group. But 
having said that things have happened while I been attending the group that I fee! 
that I’ve coped with much better than I would have done had I not been attending 
the group. Gave me determination [You were able to cops better.] Basically 
because I didn’t want to let other people down, em, but not just letting them down 
would be letting me down. And you know they had given me so much support I felt 
that if anything happened when I had to see it through and it definitely made me see 
things through a bit more. I think that knowing that you’ve got the support of people 
helps to be able to stand up and there’s somebody behind you, even if they can’t do 
anything but just to say oh well you did the right thing or it’s OK we’re there 
basically. [So it made you more determined to achieve what you wanted. ] Yeah I 
wouldn’t be put down quite so much. It made me stop and think a bit more about 
whether it was something I actually wanted. I mean it didn’t happen all the time, 
there were one or two instances were things happen that I only realised afterwards 
that I didn’t want and should have done something about. But at least it made me 
stop and realise that I should have done something about it and ultimately, well in 
one case I did go on and do something about it. I was still very uncomfortable 
about it but I did it. I would have probably have just let it go before. I think make an 
issue of things which i’ve never been good at. i’ve always walked away from things 
[helping you to face up to things] and not just sort of face up to things that I’m faced 
to but to stand up and say 'No I don't want to be treated like this and I don’t want
this to happen to me’. May be Tm not ready for this’ or whatever. It’s made me sort 
of think my life through a bit more make decisions a bit better. I’m not good at all at 
making decisions but it’s made me realise that I don’t want to just go with the flow 
because it’s not always the easy way. Usually I end up mad at the end of it I mean 
it’s not in everything but anyway I feel a little bit more not pushy [assertive] yes, 
more do I want to accept what has been given to me. Rather than just taking it on 
board without thinking about it. More likely to stand back and say ‘No thanks I don’t 
want this’. Even with people with authority I’m starting to say may be you haven’t 
got the authority you thought you had or 1 thought you had. You know just have fun 
I’m prepared to let you go in my life. Rather than this is a policeman, doctor, dentist 
and whatever he say’s is right. I’ve started to question 'no it’s not right cos I’m not 
happy with it, it’s not right for me’ which I’d never have done before. I don’t know if 
I’ll do In the future but hopefully. [An\/thing else ?] No not really I don’t like mixing 
with people very much. I prefer talking to people on a sort of one to one. I suppose 
that’s something the group did help with. That’s I could never relate with more than 
one person at a time. I always found that very difficult. And within the group it 
certainly happened that we were all relating to each other so I guess that’s.. I can’t 
say that I’ve seen any difference outside of the group in that but then I haven’t really 
had the opportunity. I’m not working so I’m not in a group.
Q4. How did you feel about getting along with the other members of the group ?
Initially I was very weary. I wanted to go for the group because I felt it would 
be good for me. [How did you get along with them ?] Very well. Yeah, I really 
trusted all of them. [From the beginning ?] Em, yes I think so. Not so much trusted 
them but I think right fro the beginning I could see they were feeling the way I felt. 
And it gave a sort of empathy with them because it was not something I had 
expected I’ve always been the odd one out when it came to that sort of thing. And 
to see other people from all sort of different walks of life really all feeling much the 
way I felt and showing it that was the difference not trying to hide it. {In the 
beginning ho did you feel?] Veiy neivous. Wanting to get it over and done with. 
Not really knowing what to expect. Worried about if we didn’t get on if we didn’t like 
each other. Worried that ..not that they wouldn’t like me but worried of what I might 
have to tell them. [How did you end up getting along with them ?] I think it was
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building on each others trust as each person told more of their life then you realised 
that they had much the same knocks and jolts that you had and felt much the same 
way. I don’t think there was anybody at the group that I couldn’t empathise with in 
some way that part of what happened to me overlapped with all of them in some 
way. (member of group) I felt the most parallel to. (Another member of group) on 
the physical abuse side I couid relate to. (Another member of group) being the fact 
that his family being an adult and not being a child I understood that. (Another 
member) the abuse I could understand that. [So you identified with all of them. 
Were you able to get along with them ?] Yes, I can’t say I felt any animosity to any of 
them. Angry a lot of times but not towards them but to what people have done to 
them. For them really, angry for them. I know there was one time I said to (member 
of group) I wanted to shake her but it wasn’t because I wanted to hurt her. Because 
I wanted to say to her don’t stand a let them do that to you. I can’t I always 
understood a lot of the feelings ! did understand but some of the feelings I didn’t. It 
made me realise that there were some things that I would stand up for my self 
against with other people wouldn’t. [You recognised your strengths in certain 
situations.] Yes. So that made me feel quite good in some ways cos I felt that I had 
achieved something. Gave me a sense of well when somebody would say well I felt 
like this week because of whatever reason and I could sometimes see that I had felt 
like that at a time in the past and that made me realise that I was that much further 
along. A month ago two months ago I would have felt like that had that situation 
happened to me. And then I realised then that I’d had that that I’d got over it and 
that I was ahead of that. And I think other people started to get that idea as well. I 
certainly noticed a change in people. I don’t know if they noticed a change in me. 
Defiantly noticed a change in people some quicker that others. It was nice to see 
people becoming more confident. I think it helped them in some way no matter how 
small it was that something you had said or done was genuinely useful to somebody 
else. Just being there I suppose.
Q5. How did you feei about having grouptherapy in your doctors surgery ?
I was quite happy about that I think I would have been a lot worse outside. 
Being here I knew the situation. [You were more comfortable.] Yes I think it would 
be more traumatic to be elsewhere. Cos I don’t like going to new places. Cos I was
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having enough problems coming to a. group without having to go somewhere new 
as well. And I found it much easier to come somewhere that I'd been before.
Q6. How did you feel about sharing your personal experiences with the group ?
Em, it was difficult at first. But by the time we had started to talk about really 
personal things we had all sent out feelers I think to find out how the others reacted. 
And it wasn’t easy telling our life story was hard. It was painful listening to other 
peoples. I found that really painful but helpful as well. I felt that really bonded the 
group together. Once we had got those out of the way there was a bond. I think it’s 
the first time in my life that I’ve shared all those sort of experiences with any body. 
[Once you’d shared them you felt this bond.] Em, yes. Yes it was different to share 
them with other people not a therapist. That’s sound’s silly. You know talking to 
Ruth you know you feel that yes she was sitting there listening cos she’s paid to sit 
and listen. But the other people were listening because they wanted to and they 
wanted as much out of It as they wanted to put into it. So you weren’t getting your 
money’s worth really. You know you were just giving, there was give and take. And 
we all stood to gain from it but we all stood to loose as well. And I think it was 
difficult to actually trust. To actually be prepared to put your trust in complete 
strangers really. But once was over I felt quite happy with it. It’s put it a bit more in 
perspective sort of sit and look at things and think about things without that much 
pain. Cos I can sort of think well how would the group have reacted to that how 
would they have felt about that. And I do find myself thinking how different people in 
the group would have reacted to things I did or said. Yeah, it helps.
07. sort of worries or problems did you have while participating in
grouptherapy ?
None, really I quite enjoyed I looked forward to coming to the group. [Any 
anxieties or worries?] It caused a lot of pain. I v/ent through a lot of pain listening to 
other people that hurt. But I didn’t feel it was bad I didn’t feel negative about it. I 
felt that it was helping. I mean there were sometirries were I really didn’t want to go 
to the group I didn’t feel that I wanted to go. I was reluctant to go because I knew
that Issues were going to come that I didn’t want to talk about. But once 1 got there 
and I started to talk then I wondered what I was worrying about. And there were 
times when I went home and I didn't want to talk to anybody that I felt so hurt for 
what 1 had heard and what had happened to people. I just felt so angry and hurt for 
them. Yeah, it would affect me for a day or two days sometimes even more than 
that. Sometimes for the whole week but [It was for other people that you were 
feeling this anger for.] And for my self I couid feel you there are so many people out 
there doing so many terrible things and what right have they got to do that. Yeah, I 
got angry a few times. And quite sad that you know what started of as a perfectly 
normal little baby can grow up into somebody that has been so screwed up by what 
other people have done to them. It’s that you know everybody has got the potential 
to be perfect when they are born but- it just doesn’t happen. I felt really sad for 
people not just people within the group but people in general. There must be I can 
see that if there were five of us feeling like that there must be hundreds and 
thousands more. And then it makes you think I’m sure that everybody at some 
stage well i’m pretty sure that everybody has some bad thing happen to them that 
they find it hard to cope with, it did make me understand in a funny sort of way I 
sort of thought about (group facilitator) and (group facilitator) listening to what we 
had to say and how it would effect their lives. Em, how do they deal with somebody 
a life story like mine how’s sort of got through quite a few things and tried to cope 
with most of them and then collapsed in a heap at the end of it. As opposed to 
someone that they do see just one fairly insignificant thing has thrown them 
completely and it made me sort of think that it must be very difficult for them to have 
to be uncynical about things you know and sort of say ' Don’t make such a fuss 
about things. What are you making such a fuss about ?’ And it made me then 
realise that people’s problems are relative to them and you know what I might see 
as something trivial would be something totally overwhelming to somebody else. So 
it helped me to start to get things a bit more in perspective. Basically, stop feeling 
sorry for myself quite so much. Not sort of thinking why did it happen to me and 
why is it that some people can go sailing through life without any problems. But it 
doesn’t matter because I’ve coped with so much I deal with that sort of thing much 
easily than somebody that’s never had anything to cope with. And it made me feel 
a little less cynical about people I suppose. I'm a bit less sort of 'What would you 
know ?’. Maybe they do. I don’t think it’s made me any less .. I don’t think that I 
trust any easier. Within the group I didn’t find it a problem but then I think it’s
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because I had as much Information given to me as I gave so I Felt we were equal. I 
don’t know how I would feel on a basis with somebody, friend or some of the 
neighbours I don’t know how long It would take for me to open up. I’d like to think it 
would be easier but again I think you’re very weary of the reaction your going to get 
from them. Whereas in the group you had a good idea that the reaction was going 
be very similar to the reaction your were going to give. Because everybody, you 
knew to start out with that everybody had problems. So it’s not quite the same thing 
as going to someone how you’re trying to explain to someone who has no idea. But 
it's certainly made me think more about what I want to tell people. Before I would 
either think I would tell them everything or tell them nothing. I’m now starting to 
think well do I need to tell them, do I want to tell them ? So if I don’t tell them what 
does it matter. Whereas before I used to feel I had to justify actions. I’m beginning 
to feel I don't need to. I’m even if I did I would have to go into such detail and feel 
guilh/ If maybe there’s a little white lie in there somewhere just to make somebody 
else happy. Em, I don’t fee! quite so bad about dealing with people. Yeah, certainly 
people that are close to me know. I can certainly take a step back like the children 
and I had a problem with my son and daughter and last year I wouldn’t have been 
able to see past that. I just wouldn’t have been able to cope with it. Before the 
group I don’t think I would have been able to cope with it in quite the same way. 
But I feel I have coped with it as well as I can i’ve let go. And I’ve left it to them to 
get on and do what they’ve got to do. I’m hear if they want to talk to me that’s fine. 
But I’ve made it quite clear to both of them that I’m not taking sides I’ll support both 
of them. I love them both and they’re both adult’s it’s their life. It not my fault it got 
screwed up. May be somewhere along the line I could have done something but I 
didn’t and I can’t do anything about it now other than give them any support they 
need and I’m not getting involved with that. Whereas before I really would have 
been trying to move them in one direction. I’m learning to let go. Not just of people 
but of feelings. Sort of deal with them as far as I need to and then let them go. And 
not so much doing it. I think I’ve done that in the past without realising it. I think 
the group made me more aware of what I’m doing. The fact that I can let things go. 
The fact that I can actually sit down and consider what I want about something and 
then just leave it not to just rush head long in and do the first thing that comes to 
mind. So I think I’m starting to think things through a bit more instead of just 
impulse. Do the first thing that comes to mind and maybe regret it later. Even 
things that are half done that have been not controlled I’m finding a bit more able to
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go back and pick them up. Having said that I’ve got more control I’m also letting go 
of control a bit more. I don’t feel the need now to .. ! used to have to control 
everything before. If I couldn’t control It then I would be frantic really paranoid about 
it, really upset, couldn't cope, panicky. I don’t feel that way anymore. And my 
husband’s job losing his job had that happened before I really think I would have 
been.. We were offered a job in Leicester and I didn’t want to move neither of us 
wanted to move. Before I would have 'Go for it. I don’t care we’ve got to have a job. 
w e ’ve got to live. Whereas I was quite calm about saying well if you don’t want it I 
don’t want to go but it’s up to you.’ I handed the control to someone else and I 
didn’t influence him. I just said whatever you want to do you know how I feel but 
obviously if you want the job that’s entirely up to you. Is it what you really want. We 
decided not to take It. More willing to take a risk to keep something I wanted. More 
able to sit down and say well what’s the worst thing that could happen and what's 
the best thing that could happen. Can we cope with it can we manage if you don’t 
get another job and it’s paid off. He’s just been offered another job nearer to home. 
It’s still not that close but commutable and it gives us time to think about whether 
we want to move or not in our time and not be rushed into it by somebody else. 
And I feel good about that.
08. Any other general comments that you’d like to make about the group ?
the only thing I found I think we all found was the abrupt ending of it was 
very hard to come to terms with. We seem to have been spending all our time in 
therapy then in group therapy and now nothing and I find that very hard t deal with.
I can understand why first group facilitator doesn’t want us to contact each other. I 
wonder does she really understand how we all feel about that. To gain confidence 
and to gain trust of somebody and then to just walk away from it is very difficult to 
do. I mean I’m not saying we won’t see each other again. But I don’t think it would 
be the same meeting outside group therapy and I can see all pitfalls that can 
happen. Em, but I fee! that there should have been a way of winding it down maybe 
a group every week and then come back in a month all of us together. If we agree 
to do that, it’s a natural curiosity to find out how other people are doing. How other 
people are coping. We’ve all been so close for twelve weeks. It’s like having a 
Siamese twin and somebody cutting them off and taking them away. And especially
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when it’s so .. ! think all of us for the first time in our lives felt that we trusted 
somebody else and to have that trust taken away. To get something that we’d all 
been looking for so long and then not to have it is almost physically painful. It's very 
difficult. I think it defiantly needs a wind down period. Cos I certainly feel very much 
lost. I wouldn’t say it’s set me back but then tomorrow would have been the first 
night without the group and nothing has happened to me within this week that has 
upset me. I don’t know how i’m going to take a set back and not being able to bring 
it to the group. Not even having the knowledge that somewhere in the future I can 
bounce it off other people. I don’t know how I’m going to cope with that. That 
definitely worries me. I just don’t know whether i’m going to fold under. I’d like to 
think I wouldn’t go back to the way I was before. But I certainly wasn’t ready to stop 
when we did. I think the others all* felt the same. It’ s hard to explain it’s a much 
stronger bond than I thought would be possible. I felt quite angry with(group 
facilitator). What would you know you’ve got our fem.ily you’ve got your confidence 
you’ve got everything and you’re telling us we can’t come and ‘we can’t take that. 
It’s almost as if somebody’s given me something and then snatched it away from 
me. Like somebody giving a dying man a sip of water and then saying 'Sorry there 
it is in front of you but you can’t have it. You had one sip you can’t have the rest of 
the cup and that’s how it feels, i’m not saying that if we ever went on we would 
become friends as such. We don’t know anything about each other we don’t know 
each others likes or dislikes but I think if the group had wound down more slowly 
then we would have had a chance to take what we had learnt in the group and start 
to put it into practice with a safety net if you like to fail back on. To know that the 
people who knew a lot about us were still going to be there and then people would 
naturally just drift from the group as the need arose.
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Pre group.
Subject 2.
Q1. Do you feel that participating in group therapy could bring about changes in 
yourself or in your life?
Ans. Yes. Very much so.
Q2. '‘A^.at changes do you hope to bring about in yourself by attending group
psychotherapy ?
Ans. Thaï my life can actually start beginning. I can really have a focal point and 
start as opposed to what I've been living in for the last fo it/ years.
Qo. vVhat changes do you hope to bring about in your life by attending group 
psychotherapy?
Ans. Transformation really, to have a good feeling about myself, self respect and 
dignity. I’ve always been a proud person but to actually feel that you are something, 
you are a somebody not a thing. That’s the main factor out of that. To actually be a 
someone. You know to feel good about what you’re doing. You know you are a 
human being. You are not just something that fits in with everything else and you 
born, die and nothing in between. I don’t want to do that. I want to be a major 
something and go out with a bang. You would take control of your life. You would 
actually be incharge of your own life. Instead of just feeling that you were just 
drifting along there is no tomorrow. It’s just like every/ day is going to be the same 
for the next three hundred and sixty-five times how many years. That you have 
control of your life and that you can change it and feel that you are of some 
significance and worth. That you really can do something. 1 feel that if you can take 
control of your life and start being and control your own destiny. That you could 
then go on more than likely to help others. Cos you’ve been there you’ve been 
through it so you can help people through it who are feeling the way you do and 
understand how they feel. Because it’s not easy to really. People don't really 
understand. That’s were you could be of use to other people. As opposed just to
today It's going to be the same as It was yesterday. I dont want to feel like that 
anymore. I want to fee! today is a new day and a good day and tomorrow will be well 
another day.
G4. Hgw do you feel about getting along with other members of the group ?
Ans. I feel yes you can associate with other people because they understand how 
you feel and you would understand how they feel. You've all been through 
whatever. So you all know that you've had some form of trauma or upset or 
whatever within you life and you know you're sitting with people that have 
experienced that which is a good feeling. Because you know that there are other 
people there who have been through nib whatever way the same. Em, you have 
emotionally or you can associate with it rather than feeling alone. You know that you 
are just all alone which is a horrible feeling it really is.
Q5. How do you feel about having group surgery at your doctors surgery ?
Ans. I think It’s excellent to be honest. I wish there were more people same as 
this that do what's been done here. It would be nice to know that you can get it. In 
a lot of places you can’t which must be terrible to go however long and not have the 
opportunity to go and see someone and get help which is great. Because physical 
pain is one thing but you feel in your mind is something else because you can't see 
it. Somebody will say, They look all r igh t.’ But you’re not. So it’s good actually. 1 
think it's brilliant I really do. (Any worries about meeting people you might know.) 
No worries about meeting people I might know.
Q6. How do you feel about sharing your personal experiences with the group ?
Ans. I feel that so and when the time arises that it's everybody's got their own 
experience and as I say you're sitting with people that have felt pain and suffering 
and whatever so they can associate to how you feel so that’s OK.
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Q7. What sort of worries do you have about participating in group therapy ?
Ans. I look forward to it very much as I say all the years that I’ve got through but 
now within this and the opportunity that I've had to be fortunate to be doing this. 
That my life can actually start again and take control of it and really start getting 
something out of it.
Q8. Any other comments about group or group therapy ?
Ans. There will be lows and highs. -But that's to be expected but it’s expressing 
yourself emotionally really and that you go through so many different emotions and 
that you are talking to people who would understand as opposed to people thinking 
what the hell is wrong with him and why is he upset. To know that support is there.
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Post group.
Subject 2.
Q1. Do you fee! that participating in grouptherapy has brought about changes in 
yourself or in your life ?
Ans. Yes.
Q2. What changes have there been within yourself by attending group 
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Ans. I think the fa c t.. the realisation of bringing everything out into the forth and 
then picking up the pieces and sort of putting them back where they should go as 
opposed to just being all over the place if you know what I mean. So it’s case of 
really a complete change you know but I don’t feel like completely hundred percent 
but certainly seventy five percent I would say. [fo u ’ve been able to piece the piece 
together] Yeah and sort of look at what you can arid can’t do as opposed to just 
taking the whole thing with you it’s like luggage really. You know if you wish it’s like 
a toad with a shell. You know your humping all this weight about and you realise 
that you don’t need to carry it around any more and you move one without it. Yes. 
It’s very hard to actually explain it in terminology really. It’s like a shadow’s lifted. 
That would be the way that I would describe it. And as I say everything is out of the 
closet and you analyse really what you do want and what you fee! is constructive and 
what you don't you just leave behind. It's not as simple as that but that's the steps. 
Through therapy I’ve found that’s really helped a lot.
Q3. What changes have there been in your life by attending group 
psychotherapy ?
Em, I’ve started to regain confidence in myself. Feeling more assertive, 
more in control as opposed to not understanding what’s going on half the time. But 
I just wish it would have gone on for a bit more a few more sessions really I feel
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would have been really .. cos It seemed that we got to like the problem and didn't 
really fully deal with it. You know I would have preferred it to go on for a few more 
sessions really. [We'll come back to that. But focusing on the twelve weeks you 
went if you could tell me the changes in your life that took place during that time.] 
The first two or three sessions were OK and then we found out that we had to do the 
life stories. That really set me back to be honest and that affected me for quite a few 
sessions. Until it was my turn which in effect I never very nearly turned up. But I 
did and we went through it. That was good really because it was sort of like self 
contained you know you're keeping all of this in all the time. So once that was 
actually out it was like I say like a shadow was lifted. You know that’s it it’s out and 
you know you can confide in people that you really trusted and for the first time that 
you were with people that you could really trust. You know they were safe and you 
know the feeling that you feel much better within yourself it’s not as bad as it seems. 
You know it's the fact that you've actually brought it out into the fore rather that 
keeping it in the back. As I say help with the luggage you see your carrying it all 
around whereas you actually got it all out and add everything and other people’s 
responses and feelings. And it was very good. Pr'ou gained in confidence.] Yeah 
after that time not up to then but after that. Self esteem and pride and self respect 
in it’s self again you know. As I say it’ll take time to be fully responsible again. Yeah 
it was suddenly a great help in pushing me in the right direction and with the group 
as a whole.
Q4. How did you get ail with other members of the group ?
Very well. I related very much to (group member). I really did as I say what 
Linda went through I associated very much with my own life so I felt a very strong 
bond with Linda. But it was good. 1 associated well with (other members) but really 
associated very much with (group member). Really formed a bond there what she 
went through. Felt very sad for everybody with their life stories. You knov/ it really 
was distressing. You know I could really relate to it.
Q6. How did you feel about having group therapy in your doctors surgery ?
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How did I feel ? I felt it was great actually. And personally I wish there was 
more surgery’s with the same shall we say twentieth century approach to everything 
in effective medicine. As opposed to probably a lot of surgeries or a majority of 
surgeries they wouldn’t even entertain it let alone do anything about it. They’d refer 
you off somewhere but to actually do it and deal with it here I think is excellent. And 
a great big to (second group facilitator ) and ( first group facilitator). With (second 
group facilitator) I’ve been seeing her for two years, a great big massive thankyou to 
(second group facilitator) without a doubt. Fabulous, and I just wish there were 
more surgeries and practices that did it really. The ignorance is there but is 
changing. This surgery I say is progressing which is very good as far as I’m 
concerned.
Q6. Hqw did you fee! about sharing your personal experiences with the group ?
How did I feel? Very sad because after listening to Linda I could associate 
so much of that and that affected me. Because I cried with everybody's life stories 
they all affected me. Then to having to., you know you’ve been through it yourself 
and then to have somebody telling you the same that you’ve been through it really 
affects you. (in what way.) Well mostly because you know pain is a thing. Em, you 
can’t describe pain there’s no way you can actually you know if you see a doctor 
you’re trying to tell him about the pain you’ve got. It’s hard to say it’s like a achy 
thing you know. With emotional pain and you know with what Linda went through 
the abuse and so on it’s the physical pain as well as the emotional pain and it’s very 
hard to explain it but you connect straight away when somebody talks about it. So 
when Linda was saying it so shall we say that brought a lot back anyway. (And 
about when you were're sharing your experience ? What was it like?) Yen/ painful it 
was very painful. But as I say I knew In effect it would affect Linda in effect of what 
she had been through. But it’s very hard to actually emm, had to just to it and say 
and not stop. I think if I stopped or whatever I just wouldn’t have started again so 
it’s like a deep breath and I went. But it was good afterwards when it was out. You 
felt like well it wasn't that bad, you know. Were you tend to think this is a really, you 
know I don’t want to bestow this on other people because I don’t want it to affect 
them. But you know that they’ve shared theirs with you so it’s OK. It’s a very strong
bond between the group it affect with Linda but with the whole group it was a very 
strong bond with everybody really. Because you're sitting there and telling people 
about your life and what you’ve gone through 'which you wouldn’t have told anybody 
not even your family but you’ve shared these with some special friends. Yes, it’s 
quite an experience but I did say after that I did feel a lot better for it. I was very- 
drained but it was a nice feeling to think it wasn’t that bad was it. it wasn’t such a 
ordeal to talk you know.
Q7. What sort of worries or problems did you have while participating in group 
therapy?
I can’t say any really to be quite honest. I didn’t dwell too deeply into 
thinking about what therapy or group therapy was associated with. In fact just doing 
it and being a apart of which is what I needed. I feel that if you start thinking too 
deeply about it then you might start to put yourself of the idea. (But when you were 
doing group therapy what worries did you have ?) I can’t honestly say that I had any 
to be quite honest. I didn’t feel worried or it didn’t cause me a problem. As I say 
when the life story started say you associate that with a problem that bothered me. 
Say you listen to other people and then knowing you know that you would have to 
do it yourself. I don’t think that personally it’s a problem I think it becomes a 
problem if you’re not honest with yourself and if you’re sort of holding back some 
things about yourself or if you’re not totally honest about something, i think the 
problem then arises within yourself that you’ve got yourself in a situation were you 
can’t then say what you want to say so you then tend to hold back but then hearing 
things you can associate yourself with and think if only I said this it wouldn’t have 
been so bad. It could be a case of self inflected I feel. It’s good to be honest 
actually. But I found such a uplifting expe.nence as well really is that people were 
being honest about themselves. And for the first time again being involved with 
people that were being honest instead of so much deceit and lies that it was really 
good to relate to and a special group of friends.
OS. Any other comments about the group or group thetapy ?
A. 13
Only the fact I’d like to say is that I would like to have extended it for another 
four to five weeks. I felt that I got to a stage were I could really start taking things on 
board in a more positive attitude and I would have really liked to have gone on to 
perhaps another three or four weeks and as 1 say getting it out and start getting the 
feedback of that. The sad thing is that you’ve got to have to stop isn’t it. All the life 
stories were over and we were on a roll really and you start to fell good about 
yourself that you wished you could have carried on. You wish Tuesday night was 
your night always. But after that you know it’s got to end sometime and you’ve got 
to take that on board and start realising that you know this is going to happen and 
we’ve got to move on from here. But I know that (second group facilitator) is there in 
a crisis. Or in fact get invited back in three months time even just to review how you 
feel. And say well in three months time this is how I feel. Say well I’m having a bit 
of a problem with this. Just like a health check really once every three months or 
once every six months. Just say initially for the first year or something just to see 
how you are about it, how things are developing and then take it from there. 
Because the great thing about that is that it has helped you unscramble your life but 
it can’t live your life and this how you’ve got to differ between the two. In effect of 
antidepressants or what ever you rely on them the same with therapy you can get so 
involved you can rely too much on it and you’ve gone from one extreme to another. 
Stiil giving you life to some one else instead of saying i’ll take it back now we just 
see. Nice to know that people are there but to move on. At the end of the day it's 
comes taking responsibility for your own life as much as you don’t want to.
Pre group.
Subject 3.
Q1. Do you fee! that participating in group therapy could bring about changes in 
you self or in your life?
Ans. Yes ! do. 1 believe that I'm stuck now and I just think that this will be a good 
move to make.
Q2. What changes do you hope to bring about within yourself by attending 
group psychotherapy ?
Ans. I’d like to be able to handle conflict situations better and because I don’t feel 
that I have the skills right now and I’d like to be able to learn to trust more and face 
fears.
Q3. What changes do you hope to bring about in your life by attending group 
psychotherapy?
Ans. I hope that joining the group will improve my judgement and decision making 
about whom to form relationships with. Em, that I might get a chance to form a 
relationship with someone whom I could get married to.
04. How do you feel about getting along with other members of the group?
Ans. I am finding it quite worr\/ing actually. I am quite cautious about forming
-relationships v/ith others.
05. How do you feel about having group therapy in your doctors surgery ?
c2/S
Ans. I am worried about issues of confidentiality but I think it'll be all right.
Q5. How do you fee! about sharing you persona! experiences with the group ?
Ans. it’s going to be quite hard for me to do. I think that I could open up as other
people will be going through the same problem as me.
07. What sort of worries do you have about paiticipating in group thetapy ?
Ans. I feel that could deal with emotions in the group but I can’t deal with any sort 
of anger on me. I unsure as to how i’m going to be able to cope with anger in the 
group. I went to group meetings last summer. That has made me more confident 
about it. That was a woman’s group I'm so sure about coming to a mixed group.
08. Any other comments about the group or group therapy? 
Ans. I am looking forward to it.
o i / S
Post group.
Subject 3.
Q1. Do you that participating in group therapy has brought about changes in 
yourself or in your life?
Ans. Yes.
Q2. What changes have there been within yourself by attending group 
psychotherapy?
Ans. I feel my confidence is growing. Yes, I just feel more courageous now from 
having gone through it than 1 did before. 1 think which is an excellent thing to do. 
But a things still I need to work through. I feel as though it’s picking me up a little 
bit. I wasn’t sure how to get the drive back. I lost my drive. But I think I’m getting 
there but I feel as though I’ve got to make further moves as to you know in the 
direction of finding work. But you know in terms of relationships I feel as though I'm 
stronger, 1 feel as though I’m taking more risks and I’m less concerned of responses 
to whatever I say now. I was far to cautious before. So it has helped like that. I 
feel that I’ve relaxed too because before a group I had read quite a lot of books on 
abuse and 1 was all loaded up with it. I’ve given myself a break this year because ! 
thought not that I'll go off and buy a psychology book 1 have a rest and see if 1 can 
just live it cut. Actually, sort of working out with my friends and things. And so I 
haven’t dipped back in which is good cos I just didn’t want to conduct my life that 
way always sort of picking a book and things but something 1 only did for six months 
up to Christmas. Em, it’s going quite well really. I feel as though I’m one the 
practical side of it now. Because I could see how other people were hurting I was 
'feeling less hard on myself. That’s good too. I feel that I stand the chance now of 
moving forward. Whereas 1 felt as though I'd written myself off I think before I had 
started the group.
M l -
Q3. What changes have there been in your life by attending group 
psychotherapy ?
Ans. Em, I feel that because 1 was in that one group I’d had difficulty with groups 
generally sort of out and about. Coming into the psychotherapy group helped me 
work out my feelings of rejection with the group that I no longer sort of mixed with 
and have made new friends. But I had to work out my hurt feelings to do the gi uUp 
that 1 left basically. I'd be quite naive and 1 got wound up terribly by them. Just sort 
of telling yearns and things and I believed everything that was said and I got quite 
hurt really. So i’m mixing with people more honest and just on the level with me 
now. They are not trying to have laughs at my expense that’s how it felt before. So 
I'm mixing with people more real with me. That’s what I came across in the group I 
had people more real there. I’m beginning to cage better who to draw closer to. I 
think 1 had a broken radar before and tying up with people who were not good for 
me. 1 need to work on the confidence issue and keep nurtunng that it may a bit 
more time. It all ties in to betrayal and work out how to respond to that. I have had 
difficult^/ in the past in responding to it. Processing anger that kind of thing. I d 
rather stuff it down not acknowledge that I have that notion. I feel more relaxed. I’m 
probably willing to make a move to sort of hold down a job that kind of thing. i_in, 
whereas before Christmas 1 wasn’t sure that I could commit myself properly when all 
this was Sr. of coming up. That’s behind I feel I can pat myself on tlie back 
because I feel as though that was as demanding as doing a contract for somebody 
actually. Sitting through twelve sessions was quite a task. But it’s been good.
04. How did you get along with other members of the group ?
Ans. 1 thought they were really helpful. It would be quite interesting. 1 wonder if I 
would have sort of befriended them if 1 had not come into the group. Whether I’d 
find anything in common. But because that was the issue in bring us all together It 
was quite interesting getting to know them. They were all sort of different life 
circumstances. Em, and ! thought they were really nice. I’m a little bit cautious of 
reunions and things I’m not sure how it would work out meeting up without someone 
to referee it as it were. There were sort of noises at the end of the last session that 
people wanting to meet. (You’re not too keen on that ?) I’m not sure whether I m
trying to cooperate with first group facilitator as to see if I’ll grow as a person through 
letting something in does it work. But I care for them it matters what becomes you 
know people I got to know. I worried about armchair counselling whether it would 
lead to circular discussions that wouldn’t end up going anywhere. I probably was 
thinking that well whether sort off finishing it off like that and then moving forward 
whether you could sort of start thinking in a wholesome way about things other than 
that topic. I’m wondering if it would come up too much or whether people would be 
able to let it go and talk about other things. So I have a sort of reserve about it 
really. I haven’t sort of worked out whether to come back. I would like that in the 
context of the qroup.
Q5. How did you fee! about having group therapy at your doctors surgery?
Ans. I wasn’t phased by it I was quite happy with that. Initially I was worried about 
confidentiality well 1 sort of got over that. Because of the fact that the other people in 
the group were taking the same risk as myself. So that sort of fizzled out.
Q6. How did you fell about sharing your personal experiences with the group ?
Ans. I was a bit annoyed with myself because I wouldn’t look up when I giving my 
life history and afterwards I thought that wasn’t letting me see any emotional 
reaction their eyes either. And I think that I denied myself something and I denied 
them as well, showing empathy or something. And I was thinking, i just had my 
head down I just wanted to get through this thing. I was more at ease when I was 
expressing myself hopefully that I was just being helpful here. 1 didn’t really shed 
any tears till the last session. 1 think what upset me was when somebody 
commented in the group about finding themselves back to the time that they felt 
healthy and whole before the abuse happened and because 1 was quite small that 
set of quite a strong reaction in me. Because it’s as though .. 1 may recall a little of 
the time when I was feeling healthy but this whole issue of identity then shook me. 1 
got an answer to that after the session ended because I listened to a Christian tape. 
And the person speaking said, 'Who you really are is the person you are when 
you’ve your eyes shut before God.’ You know he can see through all the pretences 
and all the mask and the way you relate in the world and get by and everything your
S./9
survival techniques he can see through all that. And that was such a relief to hear 
because ! thought, ' Ohl It doesn’t matter then if 1 can’t remember what I was like 
v/hen I was three. Because if God can see me and hear me as I am now and I can 
be at peace in that situation now then that’s OK so I don’t have to panic being thirty- 
four and not remembering what I was like when I was three. Because 1 know what 
I'm like when i’ve got my eyes shut and I’m in church and before God so that was 
such a relief. That shock my confidence that issue of identity but at least it sort of 
corrected itself that weekend really.
Q7. What sort of worries or problems did you have while participating in group 
therapy? • -
Ans. 1 suppose having shared all that whether I’d come out feeling more wounded 
than before. Just the way ! am, I’m quite reserved initially with people. As I see 
people 1 come out of my shell then 1 can get quite confident after meeting people a 
number of times. I think of the first few sessions perhaps people were really getting 
th e ir.. really providing a lot of input. And for a while they must think that I’m just 
being a wall-flower here sort of along for the ride. It just takes me that while just to 
get going really and so 1 felt that I was enriching the group by the time that warm up 
process had taken place. Four sessions into it perhaps I was getting somewhere. 
And also I felt as though a few people had heaps of counselling experience behind 
them so they seemed to have more insight.
Q8. Any other comments that you’d like to make about group therapy?
Ans. I'd love it to continue even if it’s not for me if for other people who need to 
have it as a resource in Guildford. It’s an excellent thing to have. I mean 1 think 
when I left last week 1 thought, em that I hadn’t decided not to return. 1 felt that it 
would be quite a nice thing if it was resuming in three months time. The thing is I’d 
be susting out all the new faces as well on the trust level whether I knew them, how 
much to disclose you know those sort of things. To cage it all over. I felt a level of 
safety' to get to see the same faces in that twelve week group, you know. (Anything 
else.) To thank the people that conducted it. It came at the right time. For this to
have been set up was just really superb. Because 1 wouldn’t have really been brave 
enough before.
Pre group.
Subject 4.
0 1 . Do you fee! that participating in group therapy could bring about changes In
yourself or In your life ? 
Ans. Yes.
02. What changes do you hope to bring about within yourself by attending 
group psychotherapy ?
Ans. i hope to have a better understanding of human beings. To ally some of my 
fears.
03. What changes do you hope to bring about in your life by attending group 
psychotherapy?
Ans. I hope to be a confident person. To reduce my anxiety levels to normal. Em,
1 hope that it’ll generally make a big difference to my life em, possibly by the use of 
transactional analysis.
04. How do you feel bout getting along with other members of the group?
Ans. Em, that’s going to be one of the areas I’ll need to work on. I’m an only child 
and I’ve led a sheltered life so this is going to be useful for me to get feedback in 
'interaction with people.
05. How do you feel about having group therapy in your doctors surgery ?
Ans. Yet apprehensive. ( Do you think it might be a problem to meet someone
you knew.) It’s not a problem. Although i’ve grown up in  I’ve been away. I
was married for seven and a half years, i’ve been back with my parents for a year. I
don’t work in   so part of my life has now moved out o f  . Em it’ not a
problem. I think it’s very unlikely for such a small group that I’m going to meet 
somebody that might know from my past.
06. How do you feei about sharing your personal experiences with the group ?
Ans. I’m looking forward to sharing with the group.
Q7. What sort of worries do you have about participating in group therapy ?
Ans. None in particular.
Q8. .Any other comments about the group or group therapy ?
Ans. I want to be able to function at the adult level and the group might hopefully 
help me achieve that. Right now I have a critica! parent and a submissive child.
Post group.
Subject 4.
0 1 . Do you feel that participating In group therapy has brought about changes
In yourself or In your life? 
Ans. Yes.
02. What changes have there teen within yourself by attending group 
psychotherapy?
Ans. Em, I used to fee! rather isolated. ) ‘ve became a lot more aware of other 
people and their feelings. Em, I found it easier to interact with other people just by 
attending this group therapy. And I’ve also got a lot of ideas from other people, the 
work that they've been doing on themselves. I’ve found it really great. Couldn’t 
recommend it highly enough. I found that I could act a bit more assertively. Em, I 
could look at things perhaps a bit more logically whereas I would tend to panic 
before. Em, I could find some of the areas that had been programmed if you like 
from when I was a child and I could go away .. can’t necessarily correct them over 
night but I found a lot of areas where there was a great deal of scope for work. Em, 
just by listening to other people their experiences In life and what they had done to 
overcome them. And going away and then working on yourself and the problems 
that you’d got. It also got feedback from the other people about your problems and 
perhaps what they would do in that situation. Situations that they probably 
encountered that were similar to yours. They had gone away and how they had 
dealt with it. It was different perspective. I tended to feel alone and isolated. By 
talking to these people I found out that I wasn’t a lot different and it broadened my 
horizons.
03. What changes have there been in your life by attending group 
psychotherapy?
a.2Lf
Ans. I'm going to live alone now whereas before I was living with my parents. I 
don't know whether It’s entirely responsible. I think that I might have gone any way. 
That has certainly happened in the last three months I was attending group 
psychotherapy. Most of the changes .. if you think of major drastic changes I can’t 
actually think of. ( Anything else.) I could reassess my behaviour. Some of it had 
been programmed ever since I was a child. I could go away and reassess that. I 
know that it’s not possible to completely reprogram yourself. But there was ways 
that you could soften the problems down and go away and you could look at it 
perhaps a bit more objectively. Choice was the one thing you know that tended to 
predominate for me. There was always an adult choice rather than you were 
programmed by as a child with your parents there was no choice because literally 
because of your circumstances of being a minor. But I discovered adult choice that 
was quite a revelation to me listening to other people to even/ problem there was an 
other different alternative. Sometimes I would say things and I would always reject 
myself and I thought well, 'I have control over this’. I learnt control and in some 
ways I learnt to find myself just by talking to these people. Rather than just being 
who I was before which I really couldn’t identify with. I even got out some of the 
photographs of me as a child and an early adult before I suffered quite a bit of 
abuse in my marriage. And 1 started to reidentity with some of the good bits and 
going back and trying to remember who I was and that I wasn’t just a disorder. I 
had gone back to reestablish who I was what I wanted out of life not what the 
problem had sort of overtaken. Everything had seemed to sort of move out of the 
way and it had just been a whole sort of absorbing area. But I started to push it to 
one side.
04. How did you get along with other members of the group ?
Ans. Em, I enjoyed it actually I hope to extend friendship to these people. They 
really are I mean I shared so much of my life with them as they did with me. For me 
to actually get close to somebody to .. as 1 think was the situation for the others. 
Sort of developed what you would consider sort of an empathy and quite a strong 
bond with these people. I’m sorry it ended in twelve weeks actually. As other group 
members said one of the things that she wanted to do like her I wanted to leave in
my own time because I felt 1 got so much out of it. It was a completely different 
perspective. As an only child I tended to be isolated being on my own a lot. I 
haven’t tended to communicate very well with people and it tended to bring me out 
in a safe environment to communicate with others. These are quite strong deep 
feelings that you wouldn’t just communicate with just anybody and I was amazed 
how much I would tell these people and them also well how much of their life they 
told me about. As I say I found a very strong bond and empathy with them and 
trust. I learnt a lot from it.
05. How did you feel about having group therapy In your doctor’s surgery ?
Ans. Fine. I didn’t actually meet anybody that I knew from my past. Which 1 think 
probably helped. The location didn’t bother me at all. it was convenient.
06. How did you feel about sharing your personal experiences with the group 7
Ans. Em, I felt a bit hesitant about that but then when I started to open up and the 
other people started to open up em, I found it rewarding actually. If that’s the right 
word for it. I found in some ways a great sense of relief you know you got some 
feedback and people understood. Whereas you wouldn’t normally .. if you came out 
with some of the problems you had in you life time and you sort did that in general 
social conversation I think you’d probably find most people wondering out of the 
door you know probably wouldn’t want to know. It sounds a bit heavy and it doesn't 
look like their problem. Whereas, this wasn’t sort of atmosphere. It was a safe 
environment. It wasn’t something that you would start telling someone in a pub you 
know it would be that sort of environment whereas this was a safe environment. It 
was great as I say I’ve learnt a lot from it. I was sorry it had to end after tv/elve 
weeks. Going to miss it.
07. What sort of worries or problems did you have while participating in group 
therapy ?
Ans. I had an operation in the middle of it. Em, I think I was a bit worried about 
that. It was only through group therapy that I was able to have that operation. 
There was sort of one member of the group. He tended to get a bit violent not 
physically you know sort of the words are .. violent is not the right word aggressive. 
Em, and ! didn’t feel that I could relate to him as well as I could with the others. Cos 
my problem was with physical violence. That was the only problem I had.
08. Any other comments about group therapy?
Ans. As I say I found it to be a generally a worthwhile experience. It was only on 
one occasion that this physical violence came up and I think I mentioned it on last 
group. He actually said that that it was the first time he had a temper and sacred 
him. If it scared him I suppose that it was going to have some you know it scared 
me a little bit.
Pre group.
Subject 5.
01. Do you feel that participating In group therapy could bring about changes In 
yourself or In you life ?
Ans. ! think it might. But to be quite honest with you I’m hopeful that it will. But 
I’m just going to play it by ear.
02. What changes do you hope to bring about within yourself by attending 
group psychotherapy ?
Ans. I think the main one will be to develop more confidence just talk about 
myself. (Any thing else.) I have to say that discussing things with the group will 
make it easier to discuss things with people on an individual basis. I guess make 
me trusting both of other people and of myself.
Qv3. What changes do you hope to bring about in your life by attending group 
psychotherapy?
Ans. I think what I want is to develop a more honest relationship with people. The 
closer friends I have I think I could develop a closer relationship with but I’m just not 
doing it. I hope that I can change that.
04. How do you feel about getting along with other members of the group ?
Ans. Nervous really. I don’t know. I kind of feel that I don’t want to go in there 
and see somebody. I know that they are going to In the same boat as I am.
05. How do you feel about having group therapy In you doctors surgery ?
Ans. I'm not worried about seeing anyone 1 think in the surgery. In the group
perhaps.
06. How do you feel about sharing your personal experiences with the group 7
Ans. I think there isn’t a problem with the facts that I know. The problem is with
recalling something’s I do not know.
07. What sort of worries do you have about participating In group therapy ?
Ans. To try to communicate with people basically and being able to trust them.
06. .Any other com.ments about group or group therapy ?
Ans. No that's it.
Post group.
Subject 5.
01. Do you feel that pertlclpeting in group therapy has brought about any 
changes In yourself or In your life?
Ans. In my life yes, I’m not so sure about myself. I think it’s changed the way I 
look at things a bit which I think has changed my attitude or maybe my approach 
towards how I deal with certain situations.
02. What changes have there been within yourself by attending group 
psychotherapy ?
Ans. As a result of having spent fourteen weeks there one of the things that I 
probably discovered was that how important it was to speak to people about things 
which something that I haven’t done for quite a while.. Since about the fourth or fifth 
week in the group ! found that ! can actually discuss feelings with these people. 
Some people that I don’t know very well but if I’m pissed off then I can tel! them that 
I am pissed off. I feel a lot more relaxed about doing it. I used to get wound up 
about it the fact that I have to tell somebody that I don’t like what they’ve done or 
something like that. I can actually do it at this stage more easily than I could three 
or four months ago. I seem to have lost some of the fear of exposing myself to 
people by basically telling them how I feel about it.
03. What changes have there been in your life by attending group 
psychotherapy ?
'Ans. I think that some of the relationships which I have with people which have 
extended into this period have developed a lot more quickly or have seemed to have 
deepened a lot over the past couple of months. Whereas I knew these people quite 
well for quite a long time. The fact that I was able to open up to them helped well it
helped various relationships develop which was very nice. In hindsight it was a bit 
hard at times some times because of this. A case of having to have a go at 
somebody or something like that. I have found it easier to deal with certain things at 
work. 1 was having a lot of trouble with by boss and I still have. I seem to be able to 
not take as much of it on broad or whatever. I think to appear to not be as afraid 
when the situations develop as they have been doing. That’s been useful. It would 
be nice if I could develop that a lot further but I think definitely a much better now 
since three months ago and that has an impact on my work.
Q4. How did you get along with other members of the group ?
Ans. I think that the one I felt closest to was probably because of some of the
things that probably happened to her. I think probably with most of the rest of the 
group it was a case of I probably felt a little bit moved because ! haven’t had any of
the experiences that the rest of the group have. Whereas w ith  I have a direct
comparable experience. The relationships developed in funny ways ! think 
throughout the course of the twelve fourteen weeks. It was pretty good on the 
whole.
Q5. How did you feel about having group therapy at your doctors surgery ?
Ans. I felt fine about it.
Q6. How did you feel about sharing your personal experiences with the group ?
Ans. I found it quite difficult but when I actually got it out I felt much better after it.
I was a little apprehensive about i t . I knew that it was something that I wanted to do 
and 1 knew that it was something that I should do but I still found it very hard to 
actually to go and do it. But then when it was finished it was a great relief to have it 
done. I thought it was quite good. I think there were certain times when I felt that 
the group as a whole was begin too accommodating. (In what way.) I think there 
were certain instances where somebody would say something and it v/ould just 
follow or die and then the next person to speak would talk about something else 
which is fine if the following person has something to say or has something
important to say. I just thought that sometimes Issues were being avoided. Maybe 
it was the right thing maybe it was just whoever said what felt flat it didn’t ring true 
for anybody else. (Did you fee! like that ?) Sometimes I did yes. I think I also felt it 
for one or two other people.
07. What sort of worries did you have while participating In group therapy 7
Ans. I think I had some initial worries about the fact that maybe some of what I 
would say would not be in any way significant or wouldn’t be important or something 
like that. I think I lost some of them. I think the main worry was to feel quite 
exposed but I got over that. After three or four weeks I found it a lot easier to go in 
and actually say what I wanted to say, talk to people. I think towards the end it was 
a very open group it was probably the most open relationship that I’ve ever had.
03. Any other comments about the group or group therapy?
Ans. From my perspective I think that the size of the group that we had was just 
about right for the time allocated. Because I think of the way that the group was 
driven and partly because of the people who were in the group. If there were more 
people in the group then I think it would have to be more of a lead taken by 
somebody because I felt that in some of the occasions at lot of the time was taken 
up by one or two people. That the other people hadn’t actually said anything 
through out the course of the evening. If you had a larger group I might be afraid 
that other people might get lost in it if the people who are talking aren’t guided a bit 
more. Well, even fairly well into the group I found it hard to interrupt people. That 
sometimes, I wouldn’t actually say anything until I was asked. And sometimes I 
would wait until it came naturally. ! did find the group very useful. I think that I’m 
happy enough that there is an opportunity in three months to actually go on see how' 
I hoped with what I picked up over the past three months. I’m still quite afraid of 
how it’s going to turn out.
APPENDIX D.
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QUESTIONNAIRE ON TERMINATION OF PSYCHOLOGICAL THERAPY WITH 
INDIVIDUAL CLIENTS.
To be completed by counselling psychologists.
SECTION 1: PERSONAL INFORMATION.
1) Sex:— Male D Female D.
2) Age:  years.
3) How long have you been working in therapeutic practice?
4) in what year did you become chartered as a counselling psychologist?
5) Please make a note of the type(s) of setting(s) you are currently working in 
(e.g. primary health care, student counselling service, private practice) along with 
the maximum number of sessions (if applicable) you are permitted to offer clients 
and the average number of sessions you usually see clients in a given setting.
Type of setting Max. number of Average number
sessions of sessions
a)  ____________________  ' _ _ _ _
b) .   - ■ ' . -, .. ; - ' - . ... -
C)______________________________  ______
6) What is your major psychological orientation when working with individual 
clients?
Humanistic D
Psychodynamic D
Cognitive-behavioural D
Other D
If 'other" please specify_______  ______ ________________ ____
Vandana Naik, Dept of Psych, Uni of Surrey.
SECTION 2: PLANNED TERMINATION OF INDIVIDUAL PSYCHOLOGICAL
t h e r a py . '
Please circle your responses on the rating scales.
clients?
not Important moderately importan?' extremely Important
never ____________ sometimes________^
with a client.
sometimes alwaysnever
client.
sometimes alwaysnever
never sometimes
Vandana Naik, Dept of Psych, Uni of Surrey.
M 5
6) When approaching the termination of psychological therapy with individual 
clients how often do you
a) set a termination date for a client 
never sometimes always
1 2 3 4 5 ■ 6 7
b) allow a client to set a termination date
never sometimes always
1 2  3 4 5 6 7
c) mutually agree with a client on a suitable termination date
never sometimes always
1 2  3 4 5 6 7
If you or your clients never set or agree upon a termination date please go on to 
question 11.
7)  ^ How far in advance is a termination date usually set vwth individual clients? 
If this is related to the different types of setting you are currently working in then 
please make a note pf the setting when answering...................................... ...............
Number of w eeks on average. Type of setting.
a)
b)
c)
8) How far in advance do you think a termination date should ideally be set 
with individual clients? If this is related to the different types of setting you are 
currently working in then please make a note of the setting when answering.
Number of w eeks on average. Type of setting.
a)
b)
c)
9) How many sessions do you usually have with individual clients after a 
termination date has been set? If this is related to the different types of setting you 
are currently working in then please make a note of the setting when answering.
Number of sess io n s  on average.
a) 1
Type of setting.
Vandana Naik, Dept of Psych. Uni of Surrey. g
b)
c)
10) ' How many sessions would you ideally have with individual clients after a 
termination date has been set? If this is related to the different types of setting you 
are currently working in then please make a note.of the setting when answering.
Number of session s on average. Type of setting.
a ) __________________ ________________ _ _________________________
b) ___ __________________________ _____  __________________ ___
c ) ______________________________ _____ _________________ •
11) Do you usually increase the interval between sessions in the final phase of 
psychological therapy?
never ■ sometimes always
1 2 3 4 5 6 7
12) If planned termination takes a different form from that indicated by this 
questionnaire please indicate below.
SECTION 3: PREMATURE TERMINATION ~OF INDIVIDUAL PSYCHOLOGICAL 
THERAPY.
This section is related to your experiences with premature termination of 
psychological therapy with individual clients. Premature termination refers here to 
the ‘termination of psychological therapy instigated solely by the counselling  
psychologist for a number of personal reasons such as illness, change of job or 
maternity leave'.
1) Have you ever had to prematurely terminate with any of your individual 
clients?
never sometimes very often
1 2 3 4 5 6 7
2) What circumstance(s) have prompted you to prematurely terminate with your 
individual clients?
a) _ ____________ •      ■
b )______  • -________• • • _______________
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C)____________________________________________________________ _ ___________
3) In this/these circumstances were you able to set a termination date with your 
individual client(s) with whom you have had to prematurely terminate?
never sometimes always
1 1 3 -4  5 6 7
If you have circled ‘one’ please go on to question 8.
4) How far in advance was a termination date usually set with individual clients 
when you have had to prematurely terminate psychological therapy? If this was 
related to the different types of setting you were working in and/or the 
circumstances that prompted you to terminate, then please make a note of them 
when answering.
Number of w eeks on Type of setting Circumstances that
average prompted termination
a ) ______________________________________________ _____________________
b ) ____________________________________________________________________
c ) _______________  __ __________________________  __________ _________
5) How far in advance do you think a termination, date should Ideally be set 
with individual clients with whom you have to prematurely terminate psychological 
therapy? If this was related to the different types of setting you were working in 
and/or the circumstances that prompted you to terminate, then please make a note 
of them when answering.
Number of w eeks on Type of setting . Circumstances that
average prompted termination
a ) ______________ _ _____________________________ ___________________
b ) _____________________________________ :_________________ :_________
c ) _______________  _____________________________ ___________________
6) How many sessions have you usually had with individual clients after a 
termination date had been set? If this was related to the different types of setting 
you were working in and/or the circumstar%es that prompted you to terminate, then 
please make a note of them when answering.
Number of sessio n s on Type of setting Circumstances that
average _  prompted termination
a ) _______________  _ ___________________________  ___________________
b ) _____:____________________ :________ :_______________________________
C )_______________ ______________ __  ____
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7) How many sessions would you ideally have with individual clients after a 
termination date has been set? If this was related to the different types of setting 
you. were working in and/or the circumstances that prompted you to terminate, then 
please make a note of them when answering.
Number of session s on Type of setting Circumstances that
average _ . _ prompted termination
a ) ______________________________ __ ________  ___________________
b ) ______________________________________________ _____________________
c ) ______________  ____________________________ __________________
8) Were your clients usually transferred over to another counselling 
psychologist/therapist upon ending psychological therapy with you?
never sometimes . always
1 2 3 4 5 6 7
If you have circled 1 please go on to question 11.
9) Did your clients have joint psychological therapy sessions with yourself and 
their new counselling psychologist/therapist?
never sometimes always
1 2 3 " 4  ' 5 6 7
10) How many joint psychological therapy sessions did your clients have with 
you and their new counselling psychologist/therapist?
  _________________sessions on average.
11) If premature termination has taken a different form from that indicated by this 
questionnaire please indicate below.
12) How did your clients most commonly react to their premature termination?
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13) What aspects of the psychological therapy process if any do you feel were 
helpful to your clients in dealing with their premature termination?
14) What aspects of the psychological therapy process if any do you feel were 
detrimental to your clients in dealing with their premature termination?
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15) What if anything do you fee! was helpful to you in dealing with premature 
termination with your clients?
16) What if anything do you feel was detrimental to you in dealing with 
premature termination with your clients?
Please use the space below to make any additional comments.
Please continue on a separate sheet if necessary. 
Thank you for your co-operation.
Vandana Naik. Dept of Psych, Uni of Surrey.
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